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drug interfere otherwise with local tissue response to 
infection. Numerous Ephedrine products by Lilly are 
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Bronchogenic carcinoma, since it comprises from 
5 to 10 per cent of all carcinomas, requires consider- 
able consideration. I will not make an effort to cov- 
er this subject completely but to point out chietly 
the practical important clinical and surgical aspects 
of this type of carcinoma. 


The effective treatment of bronchogenic carcino- 
ma, in keeping with the principles of surgical man- 
agement of carcinoma in general, demands as radical 
extirpation of the primary lesion as possible and the 
resection of the regional lymph glands. This means 
total pneumonectomy and resection of as many of the 
hilar lymph glands as possible. Successful results in 
these cases depend chiefly on two factors: first, oper- 
ability, and secondly, primary healing of the hilar 
structures, and of the thorax, without pleural infec- 
tion or drainage. 


DIAGNOsIS 


In general, operability depends chiefly on early di- 
agnosis, ‘and primary healing results only from the 
proper technical management of the hilar structures, 
particularly the bronchial stump, the prevention of 
residual infection by meticulous protection and wall- 
ing off of the pleura and wound, and the judicious 
use of the sulfonamides and penicillin. 


Unfortunately, the low operability in this disease is 
one of its most disheartening aspects. As in carci- 
noma of the stomach, significant symptoms‘ tend to 
develop late, and difficulties in diagnosis tend to fur- 
ther prolong this important time factor. Therefore, 
the medical profession should make a greater effort 
to educate the public regarding the early symptoms 
of this disease. It is equally important for the medi- 
cal profession not to overlook this diagnosis, and not 
to delay proper studies in patients with chronic cougi, 
wheezing, sputum,,hemoptysis, pain, or atypical pneu- 
monia. Roentgenologic studies interpreted by a com- 
petent roentgenologist, bronchoscopy, and consulta- 
tion with thoracic specialists on abnormal findings, 
will go far in increasing the operability. 


The symptomatology of bronchogenic carcinoma 
in general follows one of two clinical courses. In the 
first group there is an insidious development of symp- 
toms, beginning with a persistent cough and varying 
amounts of sputum, with or without blood, treated 
usually for months as a chronic bronchitis until the 
development of cachexia makes the diagnosis obvious. 
The second group have a chronic cough for a varia- 
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ble number of months but continue in a fairly good 
state of general health and carrying on their work, 
until they suddenly develop the symptoms, clinical 
signs, and general reaction of a pneumonia. This, of 
course, is due to an acute infection and pneumonitis 
developing in the lung distal to the obstructing bron- 
chial carcinoma. This group of patients is almost in- 
variably followed along under a diagnosis of an atyp- 
ical pneumonia, and more valuable months are lost 
without adequate effort to make a specific diagnosis or 
rule out carcinoma by bronchoscopy. The diagnosis 
finally becomes evident since these patients never re- 
gain their former strength or health after such an epi- 
sode, and rapidly go downhill thereafter. In each in- 
stance only the most careful study, interpretation ot 
x-rays, and the all important bronchoscopic study, 
will give these patients the only chance they have of 
reaching the thoracic surgeon in an operable stage. 


PROGNOSIS 


The prognosis, based on a bronchoscopic biopsy 
and pathological classification, is also of considerable 
importance. In the order of favorability of progno- 
sis: the epidermoid carcinomas are definitely the most 
favorable; the adeno-carcinomas, intermediate; and 
the undifferentiated or ‘‘oat cell” type present an ex- 
tremely grave prognosis at any stage. 


TREATMENT 


As with carcinoma of other organs, a clinical esti- 
mate of operability is often difficult and must eventu- 
ally be established by surgical exploration. How 
ever, there are certain definite indications of inop- 
erability. These are: severe thoracic pain, serous 
pleural effusion, metastatic cervical glands, recurrent 
laryngeal nerve paralysis, and a bronchoscopic find- 
ing of invasion of the carina of the trachea or the 
pathologic classification of the carcinoma as an un- 
differentiated or ‘oat cell” type. As in other fields, the 
borderline cases must be subjected to an exploration 
to determine operability. Such an exploration of the 
thorax usually requires just as wide an exposure of 
the hilar structures as is required for total pneumon- 
ectomy, and often considerable difficult dissection of 
the mediastinal aspect of the lung is necessary. 


Probably the most difficult surgical problems in 
this field are the cases which present x-ray findings 
and a clinical course typical of bronchogenic carci- 
noma in which, for one reason or another, a broncho- 
scopic biopsy could not be obtained. On explora- 
tion of such cases the diagnosis may still be difficult 
because of the extensive inflammatory reaction both 
in the lung and in the regional glands, which gross- 
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ly may very closely simulate carcinoma or obscure the 
carcinoma deep within the inflammatory process. For 
the same reason biopsies and frozen section may not 
be reliable. As a result, total pneumonectomies have 
been done for purely inflammatory lesions rather than 
miss a deep seated carcinoma. An occasional pneu- 
monectomy of this type is probably justified, especial- 
ly with improved technique and low operative mor- 
tality. 


The technical aspects of total pneumonectomy in- 
volve chiefly a properly administered intratracheal 
anesthetic, the prevention of shock by the routine use 
of transfusions during ‘operation, adequate exposure, 
prevention of contamination of the wound and pleura 
by careful walling off with cellophane-lined gauze 
packs in conjunction with the use of the sulfona- 
mides or penicillin both locally and systemically, and 
finally, the effective management of the hilar struc- 
tures. Careful-individual ligation of the hilar ves- 
sels with silk ligatures reinforced with stitch liga- 
tures will control the blood supply to the lungs in an 
effective and safe manner. 


CLOSURE OF THE HILAR STUMP 


The management of the bronchial stump in total 
pneumonectomy, however, is still an inadequately 
solved technical problem, as is evident from the va- 
riety of methods advocated, and the continued high 
incidence of bronchial fistula in spite. of these im- 
proved methods. The importance of obtaining pri- 
mary healing and closure of the bronchus cannot be 
overemphasized. Upon it depends a relatively easy 
convalescence and immediate rehabilitation of the pa- 
tient for the time he remains free of the carcinoma, 
as compared with a prolonged disability out of pro- 
portion to his life expectancy, plus a series of sec- 
ondary operations ranging from thoracotomy and 
drainage to extensive thoracoplasty to close the re- 
sidual empyema cavity and the bronchial fistula. 
The fatter is dependent, of course, upon whether he 
survives the serious initial effect when the fistula de- 
velops, with the attendant imminent dangers of pneu- 
monia in the remaining lung or death from sudden, 
widespread pyothorax on the operative side. Only 
immediate and adequate drainage can prevent a high 
mortality from this serious complication. Then there 
follows an uncertain period in overcoming the acute 
phase of the infection, and finally, the chronic ‘stage 
with the essential secondary operations to obliterate 
the chronic empyema cavity and close the fistula. The 
high mortality and prolonged morbidity can be pre- 
vented, and depend therefore on one of the most im- 
portant technical aspects of total pneumonectomy, that 
is, the method of closure of the bronchial stump. 


The usual accepted method is anteroposterior clos- 
ure of the end of the stump with simple interrupted 
silk sutures reinforced by through and through mat- 
tress sutures in one.or more rows placed proximal 
to the end row. This has not proved entirely satis- 
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factory, and various methods are now used to rein- 
force the stump, such as turning down a pleural flap 
or using a free lung graft to cover it. These methods 
have not entirely solved this problem, and it js for 
this reason that the following method, which has 
given excellent results, is recommended. 


Delayed healing and bronchial fistula are the result | 


of either impaired blood supply, infection, or per- 
sistent malignancy in the stump. It has been shown 


that healing and solid closure take place at the very |) 
end of the stump. Therefore, the rows of mattress [7 


sutures placed proximal to the end fail to produce 
permanent obliteration or healing at this level, and 
in addition, probably diminish the blood supply to 


the end where union must take place. For the same [ 


reason, clamping the bronchial stump before suturing 
is not recommended. A clamp is placed distal to the 
point of division to prevent spillage from the speci- 
men during resection: The anesthetist should be 
warned to obtain a deeper level of anesthesia. Instead 
of cutting the bronchus completely, it is first cut 
across a little at a time, closing the stump with inter- 
rupted sutures as fast as it is cut across. 


A routine high amputation within 1 cm. or so of 
the carina is done in this way, and the end closed 





anteroposteriorly with a single row of carefully placed | 
No. 9 silk sutures. The peribronchial tissues at this | 
level are much thicker and strong enough to support | 


adequately a second row of silk sutures to buttress 7 


these tissues over the stump. To obtain an unob- | 


structed exposure of the bronchus at this high level 
of section, it is necessary to ligate and divide the 
azygos vein on the right side and to mobilize and re- 
tract the vagus nerve on the left side. The pleura is 
then closed over the stump and the other hilar struc- 
tures. 


In my last 5 consecutive cases of total pneumonec- 
tomy for carcinoma I have used this technique with 
excellent results. These cases are presente 


briefly | 


TO IRE RRS 


to show the rapid primary healing of the thorax and | 


freedom from complications. 


REPORT OF CASES 


: ‘ 

CasE 1. A 44-year-old clerk gave a history of cough, 
sputum, pain in the chest and weight loss of a year’s dura- 
tion. Roentgen examination showed left lower lobe atelec- 


tasis. Bronchoscopy showed narrowing of the main stem 
bronchus. The left lower lobe bronchus showed granu- 
lation tissue on the posterior wall, which on biopsy was re- 


ported as epidermoid carcinoma. After careful preparation, | 


including a proper blood level of sulfadiazine, a total pneu- 


monectomy with resection of the hilar glands was done. His © 


thorax healed by first intention, and following an uneventful 
convalescence, he was discharged from the hospital on the 


eighteenth post operative day in good condition. The patho- | 


logic report was epidermoid carcinoma, grade 3, with me- 
tastasis to one node and chronic pneumonitis. 


Case 2. A 67-year-old plumber gave a history of chronic 
cough, sputum, hemoptysis, weakness and weight loss of 4 
year’s duratior. X-ray examination showed an atelectasis 
of the right lower and middle lobes. Bronchoscopy showed 
a mass in the right main stem bronchus, biopsy of which re- 
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vealed an epidermoid carcinoma. After careful general prep- 
aration including the systemic administration of sulfadiazine, 
a total pneumonectomy with resection of the hilar glands 
was done. His thorax healed by primary intention, and 
following an uneventful convalescence, he was discharged 
from the hospital on the twentieth day in good condition. 
The final pathologic report was epidermoid carcinoma, 
grade 2, with negative nodes. 


Case 3. A 59-year-old salesman gave a history of cough, 
sputum, hemoptysis, dyspnea, intermittent fever and weight 
loss of six months’ duration. X-ray examination showed an 
atelectasis and consolidation of the right lower and middle 
lobes. Bronchoscopy showed a mass occluding the right 
lower lobe bronchus, and biopsy revealed an adenocarci- 
noma. After careful preparation and administration of sul- 
fadiazine, a total pneumonectomy with resection of the hilar 
glands was done. Following this he made an uneventful 
convalescence. The thorax healed by first intention, and 
without difficulty in this respect, although his stay in the 
hospital was prolonged to four weeks due to difficulties with 
asthma and renal function. However, he was discharged 
in good condition. 


Case 4. A 48-year-old farmer gave a history of an atypical 
pneumonia six months before admission, followed by a 
chronic cough, sputum, hemoptysis and weight loss. - X-ray 
examination showed atelectasis of the left upper lobe. Bron- 
choscopy showed the bronchus stenosed and angulated, and 
t was impossible to take a biopsy specimen. Lipiodol in- 
jection showed the upper lobe bronchus to be occluded. 
After careful ‘preparation and the administration of sulfa- 
diazine, a total pneumonectomy with resection of the glands 
of the hilus was done. He had an uneventful convalescence, 
and his thorax healed by first intention. The final pathologic 
report was epidermoid carcinoma, grade 3, with glandular 
involvement. Three weeks following operation he was dis- 
charged from the hospital in excellent: condition. 


Case 5. A 52-year-old metal buffer gave a two years’ his- 
tory of cough, sputum, wheeze and weight loss. X-rays 
showed a large, rounded mass’filling the right lower lung 
field. On bronchoscopic examination no intrabronchial tu- 
mor was visible. No biopsy specimen was taken. After 
careful general preparation and sulfadiazine administration, 
a total pneumonectomy with high section of the bronthus 
and closure by the described method was done. The chest 
healed in one week, and the patient was discharged from the 
hospital in three weeks. The pathologic report was epider- 
moid carcinoma with extensive necrosis and negative glands. 


SUMMARY AND CONCLUSIONS 
The above described method, the high amputation 



































BRONCHOGENIC CARCINOMA 


of the bronchus near the carina, is recommended be- 
cause it fulfills the following important considera- 
cions: 


1. The most radical operation possible can be done 
with reference to the carcinoma, which frequently 
extends, especially in the membranous aspect of the 
bronchus, considerably farther proximally than can be 
observed grossly. 


2. The peribronchial and hilar glands, including 
those important ones at the bifurcation of the-tra- 
chea, can be resected. 


3. The bronchial tissues at this level show less re- 
action than those closer to the obstructing lesion, less 
edema, and less infection. Therefore, closure is in 
more healthy tissues and with better chance of pri- 
mary healing. 


4. The peribronchial tissues at this level consti- 
tute a distinct structure that can be strongly buttressed 
over the stump. 


5. During the postoperative stage there should be 
less accumulation and stasis of secretion and infection 
than in the longer stump. 


6. Theoretically at least, there is less possibility 
of abnormally high pressure developing on respira- 
tion and particularly on coughing than with the long- 
er stump. 


For these reasons, a routine high section of the 
bronchus almost flush with the carina is recommend. 
ed, closing the stump with a single row of simple silk 
sutures, and buttressing the end with the strong peri- 
bronchial tissues which are present at this level. 


The necessity for early diagnosis in bronchogenic 
carcinoma is again stressed, since total pneumonec- 
tomy and resection of the hilar glands is now a high- 
ly standardized surgical procedure, carrying a rela- 
tively low mortality and a good prognosis in operable 
cases, especially those in which the regional glands 
are not yet involved. 





Diagnosis of Cancer of the Gastro-Intestinal Tract 


COMMANDER ARTHUR C. CLASEN, M.C., U.S.N.R. 


The increase in the prevalence of cancer during the In 1900 cancer ranked ninth in the mortality tables 
past few years has aroused the medical profession as of the United States, and in 1940 it was in second 
well as the laity to concerted action in determining its place. Even though one cannot entirely depend upon 


etiology and management. 


INCIDENCE OF CANCER 


NUMBER OF CASES PER 100,000 POPULATION 


statistics it is nevertheless true that its prevalence 
relative to other diseases has increased. 


Dorn, senior economist of the United States Public 
Health Service, in a recent survey of cancer in gen- 
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a result of cancer. 


ral, found that 40 per cent of all malignancies occur 
in the gastro-intestinal tract. 


It has been estimated that in the United States 
about 38,000 persons die annually from cancer of 
the stomach and some 15,000 die from cancer of the 

{ colon. 


CANCER OF THE STOMACH 


It has been said that of every one hundred patients 
with gastric cancer entering American hospitals today 
one-half are found inoperable and are discarded with- 
out hope of redemption. Of the fifty operated upon, 
one-half are found to have resectable lesions and the 
other half are doomed as far as cure is concerned, 
even though palliative relief is obtained by surgical 
means. Therefore, cure becomes possible for only 
twenty-five of the original number. And since re- 
section mortality, which varies with the particular 
surgeon, is about 20 per cent, five of the twenty-five 
patients will die of the operation and twenty will sur- 
} vive. However, only two of the original one hundred 
} will survive the five- or ten-year follow up period. 
This is a deplorable record. 


Since about one out of four or five gastric carcino- 


mas is resectable, and half are surgically rejected, it 
is obvious that either the first medical consultant has 
failed to recognize early symptoms of the disease or 
the patient has procrastinated too long before seek- 
ing medical advice. 


Therefore, to reduce the mortality rate, cancer 
must be recognized earlier. This is a problem for 
both the physician and the individual patient. The 
physician should not delegate the responsibility to the 
roentgenologist, who frequently has no assistance 
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CANCER OF THE GASTRO-INTESTINAL TRACT 


from the physician or from the patient regarding the 
early symptoms. This may lead to a negative report, 
which often has a bad effect on the ultimate outcome. 
In the présence of early symptoms of altered gastro- 
intestinal physiology, x-ray examinations should be 
repeated frequently, monthly if necessary, as long as 
symptoms persist. Bochus, of Philadelphia, in a sur- 
vey of gastric cancer, noted that usually three to 
twelve months elapse between the onset of the first 
symptoms of cancer of the stomach and the estab- 
lishment of the diagnosis. The average duration of 
symptoms before a physician is consulted is about six 
months and the average duration of symptoms before 
the diagnosis is established is less than a year. Un- 
fortunately more than one-half of gastric carcinomas 
have extended beyond the stomach before the patient 
reaches the surgeon. 


Early diagnosis is the keynote, as it is directly re- 
lated to the curability rate. And early diagnosis is ob- 
viously lagging far behind improvement in surgical 
technique in the field of adequate cancer removal. It 
is the medical man through his influence for or 
against surgical intervention who plays a role which 
may exceed in practical significance that of the sur- 
geon. 


The familiar clinical picture of gastric carcinoma is 
that of the advanced or non-surgical stage. That 
potential or actual gastric carcinoma may exist with 
little or no indigestion, without weight loss, without 
anacidity or palpable epigastric tumor, does not seem 
to be sufficiently appreciated. There is no character- 
istic onset of cancer of the stomach. Any lesion in 
the lower end of the stomach causing functional 
changes in tonus or motility of the pyloroduodenal 
region may cause an ulcer-like syndrome, a classical 
early symptom of cancer of the stomach, and which 
in 80 per cent of cases is relieved by soda and diet. 


Except in cancer of the cardia and pylorus early 
symptoms are often absent until the growth is asso- 
ciated with ulceration, bleeding, obstruction, secon- 
dary infection, symptoms of metastasis, or other phe- 
nomena of advanced disease. Obviously in the ab- 
sence of early symptoms an early diagnosis is impos- 
sible except by periodic complete health examinations. 
Early diagnosis may be made, however, when first 
symptoms appear. One must be on the alert for dis- 
turbances in normal physiology (reversal of peri- 
stalsis), such as epigastric discomfort described as 
fullness or burning after meals. Belching may be dis- 
turbing to a patient previously free of this. The pa- 
tient may go on a self-prescribed diet for months and 
obtain relief by eliminating certain foods and by re- 
ducing the amount of his meals. He may not consult 
his physician until the dyspeptic syndrome is well es- 
tablished as a daily event in spite of his self-psescribed 
diet. 

Other early manifestations are diminution or loss 
of appetite and slight nausea—all disturbances in 
gradient, gastric mechanics or motility. In the begin- 
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ning there may be a feeling of satiety after eating 
less than the customary amount of food. An actual 
distaste or dislike for certain foods may ensue. There 
may be a craving for highly seasoned foods to ac- 
count for the early altered gastric chemistry. Eventu- 
ally nausea, periodic or continuous, becomes so an- 
noying that the patient markedly restricts his diet. 
These symptoms may persist for several months in 
the absence of epigastric pain, weight loss or anemia. 
It is well to remember that practically all neoplasms of 
the stomach give a history of dyspepsia of some form 
or other, and are temporarily relieved by self pre- 
scribed soda or a non-surgical ulcer regimen by the 
physician. 


It is inexcusable not to carry out diagnostic studies 
in any patient, regardless of age, before prescribing a 
palliative ulcer regimen for any type of dyspepsia. 
Modern roentgenology has decreased the possibility 
of failure to demonstrate lesions of the gastro-intesti- 
nal tract to a small percentage of cases. Usually a 
single x-ray examination reporting a normal stomach 
is accepted as ruling out disease. Repeated x-ray ex- 
.aminations, however, should be made before accepting 
a negative finding with positive clinical findings. Sta- 
tistically about five per cent of early carcinomas are 
not demonstrable roentgenologically, but in the course 
of time they become demonstrable. Frequently the 
roentgenologist is unable to state definitely if a lesion 
is benign or malignant, and he may report ulcer. It 
is in this group of patients, in which the lesion is a 
localized malignant ulcer, that advocates of medical 
management may delay operation beyond the point 
of cure. 


The speed with which tumors of the stomach de- 


velop varies tremendously. Occasionally a fulmi- 
nating inoperable cancer is encountered in young 
adults apparently enjoying good health until a few 
days before seeking medical advice. A delay of days 
or a few weeks in diagnosis may mean a fatal outcome 
for this type of case. Just recently we have observed 
such a course in two young adults, 18 and 20 years 
of age respectively. There are no absolute x-ray cri- 
teria for differentiating malignant from benign ulcers, 
malignant from benign growths and intrinsic from 
extrinsic lesions. Gastroscopy aids in this type of case. 
It is also advantageously used in that group of cases 
in which the x-ray findings are doubtful or negative in 
the presence of gastric symptomatology, or where the 
x-ray findings do not correspond with the clinical 
findings. Frequently following medical management 
we accept the x-ray appearance or size of a defect 
as a guide in differentiating benign from malignant 
lesions. Occasionally malignant ulcers may appear 
improved in the x-rays, and benign lesions may appear 
larger. This may be due to the reduction of the in- 
flammatory process about a malignant ulcer, which 
may make it appear smaller or even disappear com- 
pletely. And in the case of a benign ulcer it may ro- 
entgenologically appear larger while actually under- 


. 
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going healing. This may be due to the fact that the 
edematous mucosa prevents barium from entering the 
defect at the first examination, and following treat- 
ment there is reduction in swelling permitting more 
barium to enter through the neck of the lesion to fill 
the ulcer crater. Gastroscopy has much to offer here 
in distinguishing a benign from a malignant ulcer. 
It also aids in differentiating between a benign and 
a malignant lesion and aids in the gross classification 
of the type of neoplasm, thereby aiding in the prog- 
nosis and estimation of operability. 


GASTROSCOPY 


Gastroscopy should be regarded as an adjunct to 
x-ray study in gastric disturbances. It is an important 
diagnostic aid in cases where a suspicion of malignant 
disease of the stomach is suggested by clinical symp- 
toms when the x-ray findings show no abnormalities 
or are of doubtful significance. Some carcinomas in 
the posterior wall of the stomach, which are not de- 
tected by roentgenography, may be diagnosed gas- 
troscopically. Roentgenography, however, should al- 
ways precede gastroscopy to avoid the possibility of 
perforating a carcinoma, particularly in the cardiac 
region. 


It is worth noting that a negative gastroscopic ex- 
amination does not exclude the possibility of cancer. 
Many lesions in the pylorus and so-called ‘blind 
areas’ cannot be seen through the gastroscope. Also, 
if the cancer is of the invasive intramural type with- 
out producing bulging or ulceration of the mucosa, 
the findings may be negative. A wider use of gas- 
troscopy may discover many benign lesions that may 
be considered precancerous. Also it may give infor- 
mation regarding the type of growth and its invasive- 
ness, which may help in estimating prognosis and 
operability. 


It is estimated that about 65 per cent of ulcers in 
the immediate pyloric area and 90 per cent on the 
greater curvature are malignant. 


The knowledge of methods of transmission of 
carcinoma to surrounding and distant structures is of 
practical importance to the clinician in making a de- 
cision referable to operation. Suffice it at this time to 
say that involvement of glands at the inner end of 
the left clavicle and in the left axilla is an index of 
disseminated or late carcinoma. The same is true of 
retro-peritoneal and inguinal adenopathy in which 
biopsy shows cancer cells. Bone marrow biopsy like- 
wise may be of assistance. Approximately 75 per 
cent of all cases of gastric carcinoma subjected to op- 
eration cannot be cured because of demonstrable me- 
tastasis. 


PANCREATIC CARCINOMA 


The association of dyspepsia, loss of weight, or ob- 
structive jaundice, with or without pain, with nega- 
tive x-ray and gastroscopic evidence, should always 
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CLASEN 


suggest the possibility of pancreatic cancer. Early 
diagnosis of cancer of the pancreas permits radical 
extirpation of the duodenum and head of the pan- 
creas, which holds promise of prolongation of life. 
Ferment and alkalinity studies of the duodenal secre- 
tion by means of the double tube, following vagal 
stimulation with insulin, secretin, or mecholyl, is 
an important aid in differentiating cases of painless 
jaundice due to cancer of the head of the pancreas 
from a primary lesion of the common bile duct. 
When mecholyl is used, the concentration of the en- 
zymes is increased two or three fold, whereas the 
volume and bicarbonate content remain constant. In 
cancer of the pancreas there is a marked drop in the 
volume, alkalinity and in the concentration of pan- 
creatic ferments of the duodenal contents, whereas 
in cancer of the biliary system there is no change 
in volume concentration of enzymes or bicarbonate 
content. In early cancer of the pancreas there is also 
a progressive rise of the blood amylase and lipase 
values. However, in late cases of pancreatic cancer 
blood amylase and lipase values remain normal. 


CANCER OF THE COLON 


Carcinoma of the colon accounts for at least 11 
per cent of the deaths from cancer in the United 
States. The colon is, however, a favorable site for 
cure when carcinoma is diagnosed early. 


The symptoms of this disease may be insidious 
to a point of complete hopelessness, but are usually 
sufficiently characteristic to cause the patient to seek 
medical advice at a curable stage. 


Early signs of cancer of the colon are change in 
bowel habits, intermittent abdominal discomfort, loss 
of blood from the bowel, anorexia, loss of weight and 
progressive fatigue. These symptoms may be very 
mild, due to the elasticity and large calibre of the 
bowel, until obstruction, a late symptom, appears. 
Curability in splte of this is rather high. 


The time-worn theory that growths of the ‘right 
half of the colon always produce cachexia and anemia, 
and growths on the left side almost invariably pro- 
duce obstruction, is not true. Frequently in cancer 
of the left colon there is pain in the lower right ab- 
dominal quadrant, clinically resembling appendicitis. 
This is due to the fact that the right colon or caecum 
is the most distensible part of the large bowel and is 
pain-producing when its peritoneum becomes distend- 
ed. The use of the Miller-Abbott tube as a diagnos- 
tic measure is fully appreciated. Not infrequently 
routine sigmoidoscopic examination reveals a poly- 
posis which is a forerunner of malignancy. However, 
when the search for the cause of bleeding from the 
large bowel results in normal sigmoidoscopic and 
x-ray examination of the stomach and small and 
large bowel, adenoma or papilloma must be suspect- 
ed. The incidence of bleeding, or recurrent melena, 
is high in tumors of the ileum or jejunum. 


CANCER OF THE GASTRO-INTESTINAL TRACT 


Intussusception or repeated attacks of some degree 
of acute, chronic or recurring obstruction must make 
one alert for polypoid carcinoma of the ileum. In in- 
tussusception, marked tenderness or muscle spasm is 
usually absent because the peritoneum is protected 
from the strangulated segment by the sheath of the 
intussusception. Furthermore, the pain of intussuscep- 
tion differs usually from the colic of obstruction. 
Roentgenographically it is characteristic. 

HEPATIC CANCER 

Since there are no early signs of primary cancer of 
the liver we shall pass it over only to mention that 
this disease in the United States is relatively rare but 
in China, Korea, the Philippines, and South Africa. 
it ranks second in frequency among cancers of the 
gastro-intestinal tract. It is assumed that this high 
incidence is due to a dietary (riboflavin) deficiency in 
addition to the high frequency of duodenal parasites, 
especially flukes. 

ESOPHAGEAL CANCER 

It is an established fact that pain in its relation- 
ship to esophageal disorders has received very little at- 
tention. It is often one of the earliest manifestations 
of disease of the esophagus, but if not associated with 
dysphagia is often misinterpreted as functional in 
origin since the pain is often a considerable distance 
from the- esophageal lesion. 

Esophageal pain is primarily dependent on the 
state of tension of the esophagus and its structural 
adaptability. Pain in the upper portion of the eso- 
phagus is more likely to be situated over the thorax 
at the site of the lesion. Disturbances of the lower 
portion of the esophagus give rise to diversified dis- 
tribution of pain. 

In carcinoma of the esophagus, esophageal pain of 
varying intensity is present in about 75 per cent of 
cases, and is more prone to be present in carcinomas 
that infiltrate the walls of the esophagus than in large 
polypoid growths that project into the esophageal 
lumen. The pain associated with carcinoma of the 
esophagus varies considerably in character. It is usu- 
ally burning in type and mild in nature but may be 
so severe that morphine is required for relief. The 
distress usually is situated over the midline of the 
thorax, corresponding fairly accurately with the un- 
derlying esophageal lesion, and occasionally extends 
into the back. However, it may be referred to the 
abdomen, face or neck, and not infrequently down the 
arms. 

SUMMARY 

Medical management of an ulcer type of dyspepsia 
should not be instituted in any patient without a com- 
plete x-ray examination of the entire gastro-intestinal 
tract, a sigmoidoscopic examination, and when nec- 
essary gastroscopy in addition to an analysis of the 
gastric contents, blood and stools. An adequate re- 
sponse to medical management does not preclude 
cancer. Cancer of the gastro-intestinal tract must not 
be considered a purely surgical responsibility or surgi- 
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cal disorder. It is worth while remembering that more 
than 90 per cent of the problem of cancer of the 
gastro-intestinal tract is in the hands of those who 
see the patient before he reaches the surgeon. 


Since cancer is a controllable and curable disease 
in its early phases, both the physician and the public 
must be cancer conscious. We must reduce the med- 
ical-diagnostic — surgical interval if our goal is to 
cure cancer. 

DIscussION 


Lt. Cot. L. M. Garrett, M.C., A.U.S.: Since the great 
majority of malignancies of the gastrointestinal tract amen- 
able to surgery are located in the stomach and colon, I shall 
confine my discussion to the early x-ray diagnosis of such le- 
sions in these locations. 


Roentgenologic examination of the stomach is a very ac- 
curate procedure, particularly when done by experienced 
observers. However, errors in ——— do occur, and it is 
these that I wish to discuss. Probably the most important 
single factor in the accurate diagnosis of any lesion of the 
stomach is a rigid adherence to an established routine. If 
and when anything unusual is seen, special procedures may 
be instituted but these special procedures must never inter- 
fere with the following of the established routine examina- 
tion of all parts of the stomach. 


Fluoroscopy is still considered by most roentgenologists 
to be the most accurate single method for examination of 
the stomach. However, in recent years the use of the film- 
ing fluoroscope or the so-called “spot film” technique has 
become of increasing importance. The ideal examination of 
the stomach therefore consists of a careful fluoroscopic exam- 
ination combined with routine and special spot films taken 
with fluoroscopic control and of course the usual films made 
with the patient reciling on the Bucky diaphragm. 


There are two locations in which errors of diagnosis in 
malignant lesions are most frequently made: namely the 
cardiac and prepyloric regions. Lesions of the cardiac end 
of the stomach are quite frequently overlooked. If they are 
seen it is usually relatively easy to arrive at the conclusion 
that they are malignant lesions since benign tumors are 
rare in this location. On the other hand, lesions in the 
prepyloric end of the stomach are usually not overlooked, 
but the determination of whether the lesion is benign or 
malignant is very difficult. 


In any examination of the stomach the cardiac end should 
be scrutinized with great care, especially in people sus- 
pected of having carcinoma or in people above the age 
of 30. Preliminary fluoroscopic examination of the gas bub- 
ble of the unfilled stomach will often show irregularities 
of the gas bubble or a mass projecting into the bubble it- 
self. The fluoroscope should always be fixed at the eso- 
phageal entry into the cardiac end of the stomach when the 
first swallow of barium is taken. Small malignant lesions 
in the cardia will often cause a splitting or deviation of the 
barium stream when they cannot be observed in any other 
fashion. Involvement of esophagus in the malignant lesion 
will alter the method of emptying of this organ. The emp- 
tying may be delayed, or the orifice may be rigidly patulous 
and empty in a continuous stream. After the patient has 
had one or two swallows of barium he is lowered into the 
Trendelenburg position and the outlines of the cardia noted. 
The patient is rotated into cach oblique, and may even be 
turned over and the cardia viewed in the prone position. 
Then the patient is returned to the erect position. This 
procedure coats the mucous membrane of the cardia with 
barium and this combined with the air bubble gives an ex- 
cellent double contrast view of the cardia. At this time spot 
films should be made with the patient erect. With this dou- 
ble contrast method polypoid tumors projecting into the la- 
men are seen with comparative ease, and of course any ir- 
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regularity of the outline of the gas bubble is accentuated 
Distorted rugae may now also be visualized. The flexibility 
of the cardiac end of the stomach cannot be determined by 
a. However, a good idea as to the flexibility can 

gathered by observing the effect of cardiac pulsations on 
the wall and by the molding of the cardia by movements of 
the diaphragm. Often a rigid infiltration of a scirrhous car- 
cinoma in this region can be detected by the fact that the 
lower end of the esophagus and the entire cardia move “en 
bloc” without alterations of the contour during cardiac 
pulsations and respiration, The space between the diaphrag 
matic shadow and the gas bubble should also be observed 
for widening. Often the widening of this space is the first 
indication of a malignant lesion. It must be remembered 
that the presence of a large amount of barium in the stomach 
will often obliterate early small changes in the cardiac end 
of the stomach when patient is observed in the Trendelen 
burg position. This is probably one of the greatest single 
causes of error in detection of lesions in this portion of the 
stomach. 


As stated previously, lesions in the prepyloric end are 
usually easily visualized. If there is extensive infiltration of 
the wall with or without polypoid tumors the diagnosis is 
usually obvious. If a typical “meniscus sign” is seen, a 
diagnosis of small ulcerating carcinoma can be made with a 
great deal of accuracy. However, there are many chronic 
ulcerating lesions in the portion of the stomach which have 
the x-ray characteristics of benign lesions; yet the patient 
has a carcinoma. There are no absolute x-ray criteria for 
differentiating these lesions. 


Dr. Clasen has pointed out that a malignant ulcer may 
appear to heal under dietary therapy and a benign ulcer may 
appear to become larger. These findings are very confusing 
when attempting to distinguish benign from malignant le- 
sions. 


Samson and Sossman in a study of ulcerating lesions of 
the stomach observed at the Massachusetts General Hospital 
over a period of twenty-five years found that 75 per cent of 
all chronic ulcerating lesions in the prepyloric one inch of 
the stomach were malignant. Many of these lesions had no 
x-ray findings that suggested this malignancy and in many 
of these cases the gross surgical specimen appeared benign 


It is our belief that if any lesions in the prepyloric end 
of the stomach show any x-ray or gastroscopic evidence of 
malignancy the patient should be explored at once. If there 
is nothing in the original examination to suggest the pres- 
ence of carcinoma the patient should be followed closely by 
frequent x-ray and gastroscopic examinations while under- 
going medical treatment. Unless the lesion is seen to respond 
at once under therapy the patient should be followed for a 
long period of time by frequent x-ray examinations of this 
portion of the stomach. 


Early diagnosis of malignant lesions of the colon depends 
on employment of double contrast barium enema studies 
This examination is accomplished by filling the colon with 
barium, allowing the patient to evacuate as much as possi 
ble, and then distending the colon with air. The coating of 
barium on the mucous membrane shows up in sharp contrast 
to air in the lumen. Polypoid lesions as small as one cen- 
timeter in diameter may be detected by this means. 


The most common cause of error in detecting malignant 
lesions of the colon is confusing a perforated carcinoma of 
the sigmoid with a diverticulitis. This mistake can be pre- 
vented by detection of the loss of normal mucosal markings 
in the involved area in the case of carcinoma, whereas in 
simple diverticulitis the mucosal markings are preserved. 


Lt. Cot. JoseEpH E. WaLTHER, M.C., A.U.S.: In my 
discussion of Dr. Clasen’s excellent paper, I shall confine 
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CLASEN 


myself to a consideration of the relative role played by the 
yastroscope in the diagnosis of early gastric carcinoma. 


The symptomatology as presented by Dr. Clasen is the 
indication for immediate studies of the stomach. ‘In my 
pinion the roentgenologist should be the lead-off man in the’ 
vbjective diagnostic work-up for three reasons: First: The 
entgenologist is not confined to a study of the stomach in 
iis €xamination and hence, his diagnostic scope is much 
roader than is the gastroscopist’s. Second: In a certain 
percentage of patients, the diagnosis of an inoperable lesion 
from observation of location and progression will save the 
patient the discomfort of gastroscopy which, while slight, 

still somewhat greater than Colonel Garrett's palpatory 
procedures. Third: X-ray may reveal unsuspected esopha- 
geal varices or aortic aneurysms which constitute contrain- 
lications to gastroscopy. The danger of perforating a lesion 
high in the cardia, as mentioned by Dr. Clasen, is a lesser 
ind relative evil which also can be avoided by preliminary 
<-ray €xamination. 


Gastroscopy, in every instance, should follow roentgeno- 
gical studies when a diagnosis of ‘‘No Disease” is made 
n a patient with symptoms suggestive of carcinoma. As 
pointed out before, in a small percentage of cases early le- 
sions will be visualized by gastroscopy when misséd by 
x-ray. Also, the symptomatology of some patients can be 
explained by the gastroscopic finding of chronic gastritis, 
whose symptoms may be identical with those of early gastric 
arcinoma. 


There are a few gastric lesions, and I refer especially to 
the so-called malignant ulcer type of lesion, where the gas- 
troscope easily can settle the question of benignancy ver- 
us malignancy. Another type of abnormality which fre- 
quently results in x-ray suspicion of cancer is benign hyper- 
trophy of the pylorus. In this condition the antrum appears 

rfectly normal gastroscopically. Fresh in my mind is a 
patient observed two weeks ago. Four examinations by 
three roentgenologists resulted in a final x-ray diagnosis of 
gastric malignancy involving the distal end of the antrum. 
In the last examination a crater was seen in the filling de- 
fect. Gastroscopic examination revealed no abnormality of 
the antrum or. pylorus with the exception of redundant mu- 
cosa which was thrown up into folds. However, in view of 
the strong x-ray evidence of a malignancy, the gastroscopic 
protocol contained the observation that the patient had a 
gastroscopically normal stomach but that he should be given 
the advantage of an exploratory operation. This attitude is 
ustifiable when a skilled surgeon is available. In a tele- 
phone conversation I learned today that the patient had a 
normal antrum with exception of redundant folds. 


The gastroscopic diagnostic pitfalls are of two types: those 
f morphology and those of site. Morphologic difficulties 

are encountered in benign ulcers with irregular edematous 
margins; in rare cases of polypoid hyperplasia in hyper- 
trophic gastritis; and in some cases of ulcerative hypertrophic 
gastris. Situational diagnostic péil/kia* results when a small 
lesion is located in the important region of the lesser curva- 
ture of the pylorus; on a narrow strip of the posterior wall 
and a small cone-shaped area on the combined greater curva- 
ture and posterior wall. 

After gastroscopic examination, the diagnosis of malig- 
nancy will be definitely confirmed, denied, or asserted. How- 
ever, I add hastily and humbly, that in a very small number 
of early lesions neither the x-ray nor gastroscope can make 
the diagnosis or the differential diagnosis. 


It is in these doubtful cases that one must resort to a 
third method of arriving at an objective diagnosis of early 
gastric carcinoma, that is, the miscroscopic appearance of 
the lesion. It entails the use of a competent surgeon whose 
operative mortality for gastric resections in patients who are 
in = condition without malignancy is no higher than 
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CANCER OF THE GASTRO-INTESTINAL TRACT 
three per cent. In addition, the surgeon must realize re- 
section is indicated despite his inability to palpate a tumor 
after opening the abdomen. In 1940 I assisted an excellent 
surgeon in an operation under similar circumstances. Nei- 
ther of us could feel any abnormality, and a resection was 
not done until nine months later—and then with a hopeless 
prognosis. Occasronally, benign tumors, or rare polypoid 
hypertrophic gastritis will be resected, but if carcinoma of 
the stomach is to be licked, early treatment must be insti- 
tuted. Through necessity, a very small number of benign 
lesions will be resected in the name of diagnosis—not treat- 
ment. If the only surgeon available is one whose operative 
mortality for gastric resections is twenty per cent or more, 
the patient's chance of survival will be greater if the judg- 
ment of the gastroscopist and roentgenologist errs in the 
direction of conservatism. 


I believe the macroscopic classification of a gastric lesion 
can be made most satisfactorily’ by gastroscopy. The impor- 
tance of classification lies in its prognostic significance 
Bailey, in his monumental efforts in classifying brain tu- 
mors, brought order to chaos in that field by separating hope- 
ful tumors from the hopeless ones. Likewise, Broder shed 
much light on malignant tumors as a whole, by classifying 
them according to cellular differentiation, and attaching a 
prognosis value to each type. A step in this direction is the 
adopting of the Borrman classification of gastric carcinoma. 
Borrman recognizes four types of lesions: 


Type 1: Is polypoid, with broad base and little udceration. It 1s 
nearly always resectable if not too near the cardia 


Type Il: Us an extensively ulcerated tumor with a steep and well 
detined margin. It carries with it the best prognosis, especially if le 
cated near the pylorus, 


Type UL: 1s also an extensively ulcerated tumor but one or more 
margins are not sharp because of infiltration into the 
Prognosis with this type of tumor is always doubttul, 
the innitration process is toward the cardia. 


Type W: Us a diffuse innltrative lesion with little ulceration and 
whose limits can not be determined by scnse of touct It ts always 
inoperable. 


submucosa 


especially ait 


At the present time there is much discussion relative to 
the possible etiologic or precursor relationship of chronic 
gastritis to gastric malignancy. It seems certain that some 
carcinomas develop because of a preexisting chronic atrophic 
gastritis. This condition satishes all the criteria necessary 
to qualify as a precursor of malignancy. These criteria are 
atypical, embryonic type cells, atypical glands, and mitotic 
changes. Some authorities have stated that an individual 
with chronic atrophic gastritis is twenty per cent more liable 
to develop carcinoma than one with unchanged mucosa. An- 
other point worth mentioning is that practically every gastric 
malignancy is accompanied by chronic atrophic gastritis, 
or occasionally chronic superficial gastritis. Consequently, 
every patient with chronic atrophic gastris shquld be gas- 
troscoped every six months in an effort to detect an carly 
carcinomatous lesion. It is probable that often the symp 
toms described as indicating gastric carcinoma are attributa 
ble to the accompanying gastritis and not the small early 
carcinomatous lesion. 


In summary, and conclusion, a successful fight against 
one of the profession's greatest challenges today necessitates 
diagnosis of the early lesion. To effectuate this goal, there 
are 1equired: 

Clinicians, alert toethe significance of the symptoms of 
gastrointestinal dysfunction as they pertain to carcinoma of 
the stomach. 


Roentgenologists and Gastroscopists who are competent, 
well-trained, conscientious and ever aware of the life de- 
pendent on their judgment. 


. 
Surgeons, whose operative technique in gastric resections 
carries with it a low mortality. 


Lastly and importantly, a public which is stomach cancer- 
conscious and educated to come early to the physician on 
appearance of gastrointestinal symptoms. 
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The Surgical Treatment of Cancer of the 
Gastro-Intestinal Tract 


CAPTAIN Howard K. Gray, M.C., U.S.N.R. 


Because cancer of the gastro-intestinal tract has re- 
ceived so much attention in recent years, further com- 
ment at this time would seem to be superfluous. Sev- 
eral extremely discouraging facts stand out so vividly, 
however, that one is justified in reviewing the present 
status of the problem, as it is obvious that even greater 
efforts will have to be expended if any appreciable 
improvement is to be achieved in the treatment of can- 
cer of the stomach, small bowel, colon and rectum. 


SURVIVAL STATISTICS 


The seriousness of cancer of the stomach may be 
emphasized by a comparison of the five-year survival 
rates of all patients who have a malignant lesion in 
the more common sites, whether treatment has been 
given or not. The five-year survival rate after the 
diagnosis of cancer of the stomach has been made is 
appreciably lower than the five-year survival rate after 
a diagnosis of cancer of the fundus of the uterus (55 
per cent), breast (71 per cent), uterine cervix (22 
per cent), rectum and recto-sigmoid (21 per cent), 
and colon (15 per cent) has been made. 


Walters, Priestley, and I' have reported elsewhere 
the results of the study of a large group of cases of 
malignant lesions of the stomach. From a study of 
these cases, it was noted that of all cases in which a 
diagnosis of a malignant lesion of the stomach was 
made, operation was performed in only 57.7 per cent 
(surgical rate) and that resection of some type was 
possible in only 25.8 per cent. The immediate hos- 
pital mortality in the group of cases in which resec- 
tion was performed was 16 per cent, which, when 
transferred into terms referring to the total number 
of patients observed, reduces the number of patients 
who theoretically have a chance of survival to only 
21 persons for each 100. In 28.9 per cent of cases 
in which a malignant lesion of the stomach was suc- 
cessfully treated by resection, the patients were found 
to be alive at the end of five years, whereas only 6.2 
per cent of the sofal number of patients observed with 
a malignant lesion of the stomach were alive at the 
end of the same period. A similar situation obtains in 
regard to the five-year survivals of patients with ma- 
lignant lesions of the colon or rectum, for it has been 
shown that the surgical rate—that is, the actual rate 
per 100 persons with cancer of the colon who are 
operated upon for the disease—is approximately 85 
per cent. Surgical removal of the malignant lesior is 
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possible usually in about one-half of the. original 
number and when those who did not survive the op- 
eration have been deducted, it has been noted that 
only 40-45 of the original 100 persons theoretically 
had a chance of survival for five years. Actually 15 
persons were found to be alive at the expiration of 
the five-year period. These approximate figures have 
been given for all malignant lesions of the colon and 
do not represent specific areas. As is well known, the 
seriousness of cancer of the colon increases in direct 
proportion to the proximity to the rectum. Figures of 
some authors would suggest, however, that the sur- 
vival rate of persons with a malignant lesion of the 
rectum or recto-sigmoid is virtually the same as, if not 
a little more favorable than, that of persons with can- 
cer of the colon. The methods of calculating statis- 
tics by different authors have not been consistent, 
and this may account for certain apparent discrepan- 
cies. The main fact remains, however, that the picture 
of cancer of the gastro-intestinal tract is anything but 
a happy one and that the glib talk of high survival 
rates following surgical removal of malignant lesions 
in these sites is often misleading, for it is usually 
based on the number of patients who survive the op- 
eration and has left out of all consideratton those 
unfortunate ones who succumbed following opera- 
tion, those who, were found to be inoperable at the 
time of the exploratory laparotomy, and those who 
were thought to be inoperable even without explora- 
tion. 


MALIGNANT LESIONS OF THE STOMACH 


The fact that early removal of a malignant lesion 
of the stomach is the only known method of cure 
has been emphasized repeatedly and is so widely ac- 
cepted that repetition at this time seems trite and ele- 
mentary. It may be assumed that because our study 
had been based on all cases of malignant lesions of 
the stomach observed in the years 1907-1938, inclu- 
sive, the surgical rate of 57.3 per cent and the re- 
sectability rate of 25.5 per cent will be low when 
compared to similar figures based on experience dur- 
ing the last fifteen years. Unfortunately, such is not 
the case. The ratio of patients operated upon to the 
total patients who were found to have a malignant le- 
sion of the stomach has varied little during the last 
fifteen years from the surgical rate for the whole pe- 
riod, and although the ratio of patients who under- 
went resection to the total number of patients is 
slightly higher than the rate of 25.5 per cent, the im- 
provement is so insignificant as to be negligible. With 
the significant improvement in the operative mor- 
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tality rate following resection of the stomach during 
the past fifteen years, however, some increase in the 
five-year survival rate should be noted. 


The answer to this difficult and discouraging prob- 
lem is not easy. One of the first responsibilities of 
the medical profession is to spread the knowledge 
that, with proper care, cancer of the stomach (and of 
other organs in the broad sense) can be cured if it is 
attacked vigorously when the process is in its early 
stages and is localized. This means that early diag- 
nosis is imperative and although Commander Clasen, 
Colonel Garrett, and Colonel Walthers have just fin- 
ished discussing with you some of the many perplex- 
ing problems in the diagnosis of cancer of the gastro- 
intestinal tract, I should like to stress the fact again 
that the symptoms of cancer of the stomach may be 
vague and ill-defined. The layman must understand 
that there is no typical symptom complex that is char- 
acteristic of cancer of the stomach and the physician 
and surgeon likewise must not wait for the develop- 
ment of characteristic symptoms before considering 
the possibility of the presence of a malignant lesion 
of the stomach and insisting upon a thorough exami- 
nation in order to arrive at a correct diagnosis. 


The purpose in treating cancer of the stomach is 
two-fold. The first is to effect a cure, if possible, and 
the second is to prolong life and reduce to a minimum 
the suffering which may be associated with the dis- 
case. It is obvious that the first purpose can be accom- 
plished only by extirpation of the malignant mass to- 
gether with the accessible lymph nodes that are poten- 
tially involved, including all of those in the greater 
omentum. Tumors that are inoperable are usually sit- 
uated in the cardiac end of the stomach or have spread 
from a pyloric or fundic position to within the inop- 
erable zone. Not infrequently a lesion that is locally 
operable will be inoperable because of extra-gastric 
spread of the malignant process to neighboring lymph 
nodes, liver, or other structures. As has been pointed 
out on many occasions, however, extra-gastric exten- 
sion does not necessarily spell inoperability, for in 
some instances removal of the primary tumor may be 
followed by spontaneous recession of malignant tis- 
sue that is retained and, in addition, the patient has 
the psychologic advantage of knowing that his tumor 
has been removed. 


Roentgenologic evidence alone of inoperability 
should not be sufficient evidence in all cases to deny 
the patient what benefit may be derived from surgical 
exploration. This is particularly true of lesions situa- 
ied primarily in the fundic portion of the stomach or 
near the cardiac orifice, as great strides have been 
made in recent years in the transpleural approach to 
these lesions. 


Although less than 50 per cent of the patients who 
present themselves for treatment of cancer of the 
stomach show evidence of marked retention of food 
or of the barium meal, a far greater number give 
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some clinical evidence of transitory gastric stasis. 
Large amounts of food residue may be detectable in 
examination of the patients who have neoplastic le- 
sions which do not invade the immediate neighbor 
hood of the pylorus. Inadequate gastric emptying 
may be attributable then to reflex antral or pyloric 
spasm, or perhaps to some disturbance in the func- 
tion of the gastric musculature. There are other pa- 
tients having cancer who, although showing no clini- 
cal or roentgenologic evidences of retention, neverthe- 
less are found to present signs of dehydration, mani- 
fested by dryness of the skin, buccal mucosa and 
tongue, a sunken facial expression, diminished out- 
put of urine, and low blood pressure. In these cases 
it may be quite as important to devote some care and 
attention to preoperative management as it 1s in Cases 
in which there is definite evidence of a block at the 
pylorus. Even though the patient who is to be oper-. 
ated on shows only minimal evidence of dehydration, 
it is well to anticipate the possible postoperative 
depletion of fluids through hemorrhage, vomiting, 
sweating, and lack of intake of fluid by means of 
properly supervised preoperative measures. The giv- 
ing of electrolytes must include efforts to replace 
quantitatively and qualitatively what has been lost. 
This must, however, be carried out with some care. 
Patients with renal disease must be given saline solu- 
tion with caution. The average intake of sodium 
chloride has been calculated to be approximately 5 
gm. per day, although 10 gm. or slightly more may 
be taken without apparent ill effect. To patients hav- 
ing no absolute loss of water and salt, 1000 c.c. of 


‘physiologic saline solution given intravenously dur- 


ing twenty-four-hour periods should be adequate to 
insure the required amount of sodium chloride in the 
tissues. No arbitrary rule of conduct may be laid down 
in estimating how much fluid and salt should be used 
routinely. Each patient must be studied and treated 
individually. A sufficient amount of fluid, that is, ap- 
proximately 2500 to 3000 c.c. should be given to the 
average sized adult in order to maintain a normal 
urine output of 1000 to 1500 c.c. of urine daily. 


‘Ordinarily, a patient having a carcinoma of the stom- 


ach who is hospitalized for preoperative therapy, if 
showing some evidence of dehydration but no obvi- 
ous pyloric obstruction, is given 1000 c.c. of 10 per 
cent dextrose in normal saline solution intravenously 
each day. The sugar is added because it furnishes 
ideal fuel for energy and has a supportive action on 
the liver. Evidence of tissue edema should lead not 
only to a study of the concentration of plasma chlo- 
rides but also to a determination of the plasma pro- 
teins, and if the amount of protein in the blood is 
deficient, measures to counteract this complication 
are instituted. 

The patient who has gastric stasis requires careful 
chemical study of the blood to determine the degree 
of disturbance in the acid-base balance. If the study 
of the blood reveals, singly or in combination, con- 
centrated urea, an increase in the combining power of 
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the plasma for carbon dioxide or a diminution of 
chlorides, an increased amount of intravenously ad- 
ministered solution of dextrose and salt will usually 
be indicated. The persistence of toxemia in spite of 
four or five days of intravenous administration of 
fluids occasionally makes it necessary to give ammo- 
nium chloride either by mouth or intravenously. This 
may re-establish the acid-base equilibrium successfully 
when its accomplishment by the use of saline solu- 
tion and dextrose is impossible. 


When a patient who has a gastric cancer is referred 
to the hospital for preoperative preparation, a Sawyer 
tube is passed into the ‘stomach during the first hos- 
pital day, unless such a procedure is contraindicated 
because of the presence of severe pain suggesting a 
penetrating lesion, or unless hemorrhage has occurred. 
Evidence of retention may be demonstrated in this 
way when there is no clinical suggestion of the com- 
plication. In cases in which the patient gives eyi- 
dence of slightly delayed gastric emptying, a Sawyer 
tube is passed through the nose or the mouth into the 
stomach each evening about 9:00 P.M. Removal of 
the secretions and food residue permits the organ to 
return to a more nearly normal size and aids in the 
restoration of its muscular tone. This facilitates the 
return of normal gastric motility, a very desirable 
accomplishment toward rapid postoperative convales- 
cence. If repeated lavage is necessary, it is done prior 
to the feedings except at night, when the stomach is 
emptied thoroughly. These patients may complain of 
pain at night. Some alkali or four ounces of milk is 
then given and this usually controls the nocturnal dis- 
tress. For dehydrated patients without obstruction 
who are hospitalized for preoperative care, we sug- 
gest a bland, low residue -diet with supplementary 
feedings of semisolids or liquids between meals. Pa- 
tients who have evidence of retention are placed on a 
diet consisting mostly of liquids or semisolids. Vita- 
mins are now obtainable in concentrated form and 
can be included easily in the diets of these patients 
during their preoperative treatment. In addition, it 
has been found beneficial to add 100 mg. of ascorbic 
acid, 5 mg. of thiamin chloride, and 25 mg. of nico- 
tinic acid to the dextrose-saline solution which is ad- 
ministered to these patients daily. 

Inasmuch as we are not concerned here primarily 
with operative technique, suffice it to say that, gen- 
erally speaking, the most frequent type of operative 
procedure in cases of gastric carcinoma is the pos- 
terior Polya resection. This operation, a modifica- 
tion of the Billroth II procedure, has been and con- 
tinues to be the most generally used for partial gas- 
trectomy. The Billroth I type of operation has been 
used less frequently in this country than abroad in 
the treatment of malignant or benign lesions of the 
stomach and duodenum. It is generally felt that the 
Billroth I type of operation does not permit sufh- 
ciently wide excision of potentially involved tissue 
and for this reason it is used only infrequently in 
the presence of a malignant lesion. 
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Injudicious postoperative care may Cause inestima- 
ble harm in a case in which excellent operative pro- 
cedures have been carried out. Attention to the posi- 
tion of the patient in bed is most essential, for it 
is important to avoid over-distention of the remnant 
of the stomach. The Fowler position permits the 
stomach to remain in its normal position and thus 
the possible hindrance to free evacuation of its con- 
tents is minimized. Fluids by mouth should be with- 
held for at least seventy-two hours after surgery and 
then small quantities, not to exceed 15 c.c. an hour 
may be given for the next six to eight hours. If this 
amount is tolerated without distress and untoward 
symptoms suggesting retention, the quantity may be 
increased gradually. Supplementary fluids may be 
administered by proctoclysis, by hypodermoclysis, or 
intravenously, so that a total fluid intake of not less 
than 2500 c.c. is accomplished in 24 hours. Should 
retention develop, similar criteria to those used dur- 
ing the preoperative preparation of the patient are 
followed. Continuous aspiration of the stomach con- 
tents by means of an inlying tube is rarely indicated 
following resection of the stomach and is to be avoid- 
ed if possible. The need for aspiration usually is in- 
dicated by a feeling of distress, frequent regurgita- 
tions, and perhaps a slight elevation in the pulse rate. 
In certain cases there may be no subjective symptoms 
and no regurgitation. If under any circumstances the 
patient's condition does not seem as it should be, 
even in the absence of any suggestive symptoms, the 
stomach contents should be aspirated. In uncompli- 
cated cases, a progressive diet consisting first of broth, 
tea, and other clear liquids may be started in modera- 
tion on the fourth day and other items of soft food 
may be added as reason dictates. 


MALIGNANT TUMORS OF THE DUODENUM 


Malignant tumors of the duodenum are seen rarely 
and usually involve the second or third portion. In 
practically all instances of ulcerating lesions of the 
duodenum beyond the papilla of Vater, it will be 
found that the lesion is malignant, while ulcerating 
lesions proximal to this structure are nearly always 
benign. Space does not permit more than a casual 
mention of malignant lesions of the duodenum, but 
attention should be called to the fact that carcinoma 
of the papilla of Vater is not a rare disease. Early 
and correct clinical diagnosis of the presence of the 
lesion is unusual. The tumor is usually small, grows 
slowly, and metastasizes late, and even the discerning 
eye can seldom detect early signs of its presence. In 
most instances complete and permanent obstruction of 
the common bile duct does not occur as it frequently 
does in cases of carcinoma of the head of the pan- 
creas. In fact, the growth may attain considerable 
size before complete obstruction of the duct occurs. 
The technique of surgical treatment of lesions-in this 
area is rapidly being perfected. Until recently the 
best treatment seemed to be palliative procedures 
aimed at relief of the obstruction. Recently, Whipple 
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revived interest by his two-stage operation and Trim- 
ble has modified that procedure apparently with good 
results. Both of these procedures embody the princi- 
ple of block resection for carcinoma. The gastrojeju- 
nostomy advised by Whipple and Trimble forestalls 
the pyloric obstruction which is likely to develop if 
the patient survives for a reasonable time. Any type 
of operative procedure for malignant lesions in the 
third part of the duodenum has been followed by 
very discouraging results and it is fortunate that one 
is rarely required to deal with lesions in this area. 


JEJUNUM AND ILEUM 


Large series of cases have shown that primary neo- 
plasms occur less frequently in the small bowel than 
in any other portion of the gastrointestinal tract. Rai- 
ford? found only 38 malignant tumors of the small 
intestine in an analysis of 11,500 autopsies from the 
general pathological laboratory and of 45,000 speci- 
mens from the surgical pathological laboratory of the 
Johns Hopkins Hospital. Others have estimated that 
approximately three-fourths of the carcinomas of the 
small bowel affect the duodenum, so that the rarity of 
the malignant lesions of the jejunum and ileum would 
not warrant more than cursory mention of them for 
sake of completeness. Wherever possible, resection 
of the neoplasm and a wide removal of the mesentery 
should be done. 


COLON 


Careful preoperative preparation of patients who 
have malignant lesions of the colon or rectum re- 
quires a minimum of three days, and often a week 
may be necessary. During this three-day period a high 
carbohydrate, residue-free diet is employed in addi- 
tion to mild catharsis. Rectal irrigations are given 
twice daily and the colon is thus thoroughly cleansed. 
Benefit from the preoperative use of sulfonamide 
compounds has been noted; a satisfactory method is 
the administration of succinylsulfathiazole immediate- 
ly after admission to the hospital. During the first 
twenty-four hours all adults are given 360 grains (24 
gm.) (60 grains, or 4 gm., every four hours day and 
night). During the following forty-eight hours, 30 
grains (2 gm.) are given every four hours. The last 
dose is administered about six hours before operation. 
It has been pointed out that only about 5 per cent 
of succinylsulfathiazole is absorbed when adminis- 
tered orally but even so, patients have been observed 
who had reactions apparently due to its use. The 
manifestations in these cases were erythematous urti- 
caria and dermatitis about the face and upper and low- 
er extremities. Careful estimations of the concentra- 
tion of the sulfonamide compound in the blood are 
recommended and intensive sulfonamide therapy 
should be supplemented by giving sodium bicarbonate 
or other alkali. If the patient is unable to take these 
medications by mouth and the sulfonamides must be 
given by intravenous injection, alkalinizing solutions 
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should be given parenterally also. For this purpose a 
5 per cent solution of sodium bicarbonate, if given 
cautiously, or lactate Ringer's solution, may be used. 
So far as is known, the effect of the drug is not im- 
paired by the use of the soda and the alkali prevents 
the sulfonamide from crystallizing in the renal pel- 
vis, thus obviating a possibly serious if not fatal result. 


Rankin and Graham* have shown that it is impor- 
tant to recognize the different surgical requirements 
of the two natural divisions of the large bowel, name- 
ly: the right half, which extends from the ileocecal 
valve to the middle of the transverse colon, and the 
left half, from this point to the rectosigmoid junc- 
ture. These authors have stated that carcinoma of 
the right colon anywhere between the iliocecal junc- 
ture and a point just beyond the hepatic fixure is con- 
sidered almost unanimously to be treated best by 
removal of the entire right segment of the colon, with 
an anastomosis between the terminal ileum and the 
transverse colon. Preference is given to an ileotrans- 
verse colostomy (end-to-side) by a closed method 
followed by resection of the right half of the colon at 
a later date. The choice of operations in lesions of 
the distal colon has seemed to lie among (1) an ob- 
structive resection with or without preliminary cecos- 
tomy, (2) a cecostomy or colostomy and subsequent 
resection of the tumor with immediate anastomosis, 
and (3) an exteriorization procedure such as the so- 
called Mikulicz operation. Most surgeons have seemed 
to feel that primary suture in the left half of the colon 
is rarely considered to be desirable and have leaned to- 
ward a multiple stage procedure such as: (stage 1) 
primary cecostomy (whether or not obstruction is 
present, for this procedure will tend to keep the 
proximal portion of the colon decompressed with the 
obstructive type of resection); (stage 2) an obstruc- 
tive resection; (stage 3) application of a clamp to the 
septum dividing the two approximated segments of 
bowel and (stage 4) if necessary, closure of the colos- 
tomy. For removal of malignant lesions of the recto- 
sigmoid, rectum, and anus, Rankin and Graham have 
stated that the types of operation which they believe 
fill most of the needs of the operating surgeon are, 
in order of their desirability, but not necessarily their 
availability: first, combined abdominoperineal resec- 
tion of the rectum and rectosigmoid in one stage 
(Miles’s operation) or the reverse procedure, perineo- 
abdominal resection in one stage, advocated by Ga- 
briel; second, abdominoperineal resection of the rec- 
tum and rectosigmoid in two stages; third, colostomy 
and posterior resection; fourth, local excision of the 
growth with or without preservation of the sphincter 
muscle, a procedure which they consider to be wholly 
palliative. For lesions low in the sigmoid and the rec- 
tosigmoid, Dixon‘ has reported enthusiastically on 
the procedure of radical anterior resection of*the low- 
er part of the sigmoid colon and the rectosigmoid and 
re-establishment of continuity of the bowel so as to 
obviate the necessity of making a permanent colonic 
stoma. In selected cases, it is obvious that this pro- 
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cedure would have tremendous advantages even as 
palliation, for the patients were made more comfort- 
able during their remaining days for having had this 
type of surgery performed. 


CONCLUSION 


Obviously this discussion has included only a few 
of the many problems in the surgical treatment of 
cancer of the gastrointestinal tract. It is hoped, how- 
ever, that by repetition of some of these well-known 
facts in symposia such as this one, new ideas may de- 
velop that will result in an improvement in the “‘sal- 
vage”’ rate of patients with malignant lesions. 
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DISCUSSION 


Lt. Cot. Epwarp OTTENHEIMER, M.C., A.U.S.: I think 
Captain Gray has presented an excellent paper and I agree 
that the picture of gastro-intestinal malignancy is sufficiently 
dismal to warrant frequent repetition of some of its salient 
aspects. It is particularly true because this appalling situa- 
tion can be considerably improved with the knowledge and 
facilities already available if only we used them wisely. 


The field of cancer in general, and gastro-intestinal cancer 
in particular, poses one of the most serious problems which 
confront the medical profession. For many years cancer 
has been the second most common cause of death in the 
United States, being topped only by cardio-vascular disease. 
For this reason alone it would be an injustice to the profe:- 
sion and the public if cancer statistics were not presented 
as candidly and as completely as Captain Gray has pre- 
sented them. Progress will be definitely impeded if we focus 
attention upon isolated reports of low operative mortality 
in radical surgery for salane disease of the gastro-in- 
testinal tract. What we want to know, as Captain Gray has 
told us, is what happens to all cases of gastro-intestinal ma- 
lignancy admitted to the hospital; how many are so far ad- 
vanced that even exploration is contraindicated; how many 
ire explored and found to be inoperable; how many die after 
radical surgery, and how long patients live who have sur- 
vived radical surgery. If we start at that base line we can 
begin to make a critical appraisal of the real picture, and I 
agree with Captain Gray that it is not a rosy one. 


However, it is only fair to say that our knowledge of can- 
cer has grown considerably in the past fifteen years. While 
the specific etiologic factor is still elusive, a mass of valu- 
able and interesting data on the cause or causes of cancer 
has been accumulating in experimental laboratories. 


In addition to etiology we know much more than we 
used to about the recognition and management ot pre-can- 
cerous lesions. 
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We have a more concise conception of the relative value 
of surgery and* radiation and a better understanding of the 
indications for the employment of each. 


Furthermore, and I think Captain Gray will concur in this, 
there has been, in the past ten years, a very definite lower- 
ing of the operative mortality in radical gastro-intestinal 
surgery for cancer. 


, 

Captain Gray pointed out that in a large series of cases 
of cancer of the stomach over a thirty-year period the opera- 
tive mortality was 16 per cent. He was too modest to say 
that during approximately this same period, the operative 
mortality for gastric cancer in ten of our largest hospitals 
was between 30 and 40 per cent, and comparable mortality 
rates existed for radical surgery of the large bowel and rec- 
tum. 


But operative mortality for radical gastro-intestinal surgery 
has been dropping steadily for four reasons: 


First: better pre-operative preparation, which, as Cap- 
tain Gray has shown, includes correction of anemia, replace- 
ment of depleted serum protein and electrolytes, and sterili- 
zation of the intestinal tract with succinylsulfathiazole, which 
by the way is far superior to sulfaguanidine for this purpose 


Second: improved methods and types of anesthesia. 


Third: improved aseptic technique, and an appreciation 
of the value of multiple stage procedures where even minor 
degrees of obstruction are present. 


And finally, improved post-operative care, because of our 
comprehension of balanced blood chemistry, suction-decom 
pression of abdominal distention by Wangensteen, Millex- 
Abbott, or similar tubes, and chemotherapy. 


However, a lowered operative mortality represents at pres 
ent a fraction of the total problem. The technical advances 
in surgery will be of little help until we find some way «! 
getting patients into the hospital at a stage when radical 
surgery can be done—in other words, increasing the resect- 
ability rate. This is the factor which Captain Gray rightly 
said has changed very little in the past thirty years. 


And so, I think we might ask ourselves why there has pecn 
so little improvement in the detection of early gastro-intesti- 
nal cancer, despite increasing knowledge of the disease an: 
greater and more widespread facilities for diagnosis. 


A few years ago we undertook a study of the causes of 
delay in the recognition of cancer. We were interested t 
find out, first, how much time elapsed between the first symp- 
tom noticed by the patient and his first visit to the doctor: 
and secondly, how much time elapsed between the visit to 
the doctor and admission to the hospital for definitive treat- 
ment. (Arbitrarily, we considered anything over two month: 
as unjustifiable delay.) 


In addition, we attempted to find out in each case the rea- 
son for the delay. Similar studies have been made by othe: 
tumor clinics, and the findings have been essentially uniform 


It was found that in 70 to 80 per cent of cases, delay 
could be traced to either ignorance, negligence or fear on the 
part of the patient. 


Despite the fact that the study was made in the teeth of 
the depression, only 2 per cent of patients gave inadequate 
financial resources as the reason for delay. 


In about 15-20 per cent of cases, delay could be attributed 
to poor medical advice on the part of the doctor. 


Further analysis showed that in certain types of malig 
nancy, delay seemed to be consistently the fault of the pa- 
tient, and almost invariably this occurred, strangely enough, 
in cancer of accessible organs, such as the skin, lips, mouth, 
breast, etc. 
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On the other hand, all the evidence showed that a high 
percentage of patients with cancer of the gastro-intestinal 
tract consulted their physicians without delay, and hence it 
was in this field particularly that delay could be traced to 
poor medical advice. 


I would like to repeat for emphasis that patients with 
cancer of the gastro-intestinal tract, as a rule, consult physi- 
cians early in the course of the disease. 


Still further analysis showed that the poor medical advice 
fell, by and large, into the following categories: 


1. Failure of the doctor to appreciate the significance of 
persistent vague indigestion in a,patient in the cancer age 
group, and hence failing to advise careful x-ray examination. 


> 


2. Failure to recommend x-ray examination in a patient 
complaining of a persistent change in bowel habit. 


3. Failure to do a rectal examination. 


4. Failure to investigate the cause of blood in the stools. 


5. Failure to realize the malignant potentialities of gas- 
tric ulcer. 
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All of this may sound simple and pedantic but these are 
some of the principal reasons for the present dismal state 
of the treatment of gastro-intestinal malignancy. 


The lesson to be learned from studies of this kind is that 
future betterment must be largely along educational lines—- 
education of both the laity and the medical profession. 


There is another way in which the cancer situation can pe 
improved, and I shall point to it briefly by way of conclu- 
sion. The most promising cancer work has come from hos- 
pitals and clinics where small groups of men, interested in 
this field, have been given an opportunity to become prof- 
cient in the diagnosis and treatment of various types of ma- 
lignant disease. This is particularly true of gastro-intestinal 
cancer. 


If a hospital admits 100 cases of operable cancer of the 
rectum a year, the mortality will be lower if one or two 
men do all these cases than if 20 different surgeons do 5 
cases apiece. 


Furthermore, the formation of tumor groups in hospitals 
stimulates the entire staff to become cancer conscious and 
cannot fail, ultimately, to increase the incidence of the early 
recognition of the disease. 











Transient Pulmonary Infiltrations (Loeffler's Syndrome) 


REPORT OF A CASE 


HENRY C. GOTSHALK, M.D. 


Honolulu 


In 1932 Loeffler’ observed a series of 37 patients 
with fleeting pulmonary infiltrations accompanied by 
eosinophilia. In 1936 he reported a series of 51 
cases, a few of them in detail*. The roentgenologic 
findings were various types of parenchymal infiltra- 
tions that appeared in a comparatively short time and 
disappeared just as rapidly. The eosinophilia varied 
from slight to severe, and there was no direct rela- 
tionship between it and the pulmonary findings. In 
his series the disturbance in the general condition of 
the patients was slight. Coughing was a prominent 
symptom in many cases, but expectoration was absent 
or extremely slight. Loeffler believed the origin of 
these infiltrations was an extremely benign tubercu- 
lous process and that they indicated a favorable aller- 
gic response to the infection. 


Since the first descriptions of transient pulmonary 
infiltration with eosinophilia appeared, many cases 
have been recorded with various etiologic factors sug- 
gested as the causative agent. Smith*, and Freund and 
Samuelson* reported cases in asthmatic patients. 
Beck® (in Hawaii) and Slowey® reported cases ap- 
parently caused by parasitic infection. Elsom’ report- 
ed 2 cases of pneumonitis with eosinophilia in chronic 
brucellosis. Peirkle and Davin* reported a case in 
which the cause was obscure, in a patient who suffered 
from mild chronic asthma. 


CASE REPORT 


S.M., a Caucasian woman, age 57, was admitted to The 
Queen's Hospital on April 11, 1944, complaining of fever, 
weakness and a slight nonproductive cough. 


Menopause had occurred at the age of 50. Two years 
later she began having stiffness of the small joints of tie 
hands in the mornings, usually disappearing as the day 
progressed. Occasionally she noticed some stiffness of the 
shoulder joints. These symptoms subsided and recurred at 
various intervals. 


She had also suffered from recurrent attacks of bronchial 
asthma for the past twenty-five years. These seizures ordi- 
narily occurred four to five times a year and usually sub- 
sided in two weeks with symptomatic treatment only. Dur- 
ing this time, only once was hospitalization required: on 
May 11, 1943, when she was admitted to The Queen's Hos- 
pital. During this admission her red blood count was 
4,300,000 with 84.6 per cent hemoglobin. The white blood 
count was 9,500 with 65 per cent polys, 30 per cent lympho- 
cytes, 4 per cent eosinophiles and 1 per cent basophiles. 

Her present illness began in March 1944, following a mild 
asthmatic attack. Her first symptoms were weakness, slight 
fever and malaise, and a dry, non-productive cough. 


Physical examination at that time showed a middle-aged 
woman who appeared ill. Her temperature was 99.2, her 


weight was 123 Ibs., and her blood pressure was 160/100. 
Eye grounds showed some arteriolar change. Teeth were tre- 
placed by upper and lower dentures. Chest expansion was 
symmetric and there were a few crepitant rales heard at the 
left base. The remainder of the lung fields was clear. The 
heart was normal in size; the rhythm was regular and the 
rate was 84 per minute. There were no murmurs heard. 
The abdomen was normal. She complained of some stiffness 
in the small jojnts but no objective changes were evident. 
Her red blood count at that time showed 3,500,000 cells 
with 85 per cent hemoglobin. The white blood count was 
17,000 with a differential count of 46 per cent polys, 25 per 
cent eosinophiles, 24 per cent lymphocytes, 3 per cent mono- 
cytes and 2 per cent basophiles. Her Vollmer tuberculin 
patch test was negative. A tuberculin test using .0005 mg. 
P.P.D. was negative. An undulant fever antigen test was 
negative. A urine specimen was normal. She was given 
iron by mouth and acetylsalicylic acid compound grains 10 
every four hours and was advised to rest at home. 


During the next two weeks she continued to run a low 
grade fever and began to have an occasional night sweat. 
Her temperature record at home showed a daily fluctuation 
from 98.8 F. in the morning to 100 F. in the afternoon. 
Her pulse rate fluctuated. between 90 and 100 per minute. 
Since the onset of these symptoms she had been free of 
asthma. As the cause of this illness was obscure, she was 
admitted to the hospital for further study. 


Physical examination on admission to the hospital showed 
a pale, sick appearing middle-aged woman. The rales in the 
left base were more marked and fluoroscopy at this time 
showed a definite infiltrated lesion at the left base. Pelvic 
and proctoscopic examinations were both normal. 


Her blood count on admission showed 3,140,000 red 
blood cells with 10.3 grams of hemoglobin. White blood 
count was 13,200 with a differential of 46 per cent polys, 
16 per cent lymphocytes and 38 per cent eosinophiles. Sub- 
sequent blood counts showed a gradual rise in the white 
blood cells to 22,000 per cubic mm. with a differential of 
42 per cent polys, 7 per cent lymphocytes and 51 per cent 
eosinophiles. Toward the end of her illness the white blood 
count dropped to 12,600 with a differential of 70 per cent 
polys, 20 per cent lymphocytes and 10 per cent eosinophiles. 
Repeated urine analyses were normal. Specific gravity varied 
from 1.009 to 1.020. Kolmer, Wassermann and Kahn tests 
were negative. Fifteen sputum concentrates and three gas- 
trolavages were negative for acid fast bacilli. Eight sputum 
cultures were negative for fungi or acid fast bacilli. Scedi- 
mentation rate was 30 mm. in 1 hour (corrected). Gastric 
analysis showed a maximum free hydrochloric acid level of 
12 units, and a total gastric acidity of 25 units. Repeated 
blood cultures were negative. Eight stool examinations fol- 
lowing a saline cathartic were negative for ova, parasites and 
amoebae. 


Chest x-ray taken on admission showed a definite paren- 
chymal infiltration associated with fibrosis with some dis- 
placement of the mediastinal structures to the left. The 
findings were consistent with a mycotic lesion at the left 
base. A series of x-rays made at seven- to fourteen-day inter- 
vals showed a definite resolution of some lesions with bi- 
lateral extension of others. As one lesion seemed to clear, 
other lesions appeared and as these regressed, new infiltra- 
tions appeared. 
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GOTSHALK 


The patient remained in the hospital twelve weeks. Dur- 
ing her stay she ran a septic temperature with daily excur- 
sions varying from 99.2 to 100.2 F. The dry cough occa- 
sionally produced small amounts of sputum. The joint 
symptoms would subside and flare up from time to time. 
There was no redness or swelling present at any time. The 
patient complained of weakness and exhaustion that seemed 
to be aggravated by the elevation of her temperature. She 
had no actual pain. During her stay she lost 15 lbs. The 
last week of her hospital stay her temperature returned to 
normal and she was discharged, improved, on June 30, 1944. 


Sulfadiazine was tried in doses of 1 gm. every four hours 
for 5 doses, then 0.5 gm. every four hours with sodium 
bicarbonate grains 5 four times a day. A blood level of 9 
mg. per cent was maintained for ten days without any no- 
ticeable effect. 


Penicillin, 200,000 units in doses of 15,000 units intra- 
muscularly every four hours, was tried, without any effect. 


Repeated small transfusions of 250 cc. citrated matched 
blood were given over a period of eight weeks. These 
seemed to benefit the patient more than any other type of 








TRANSIENT PULMONARY INFILTRATION 


A week after discharge from the hospital the patient re- 
mained afebrile and began to gain weight. During the next 
three months her strength gradually returned. When last 
seen on November 21, 1944 her weight was 122 Ibs. Tuber- 
culin tests using .0005 and .005 mg. P.P.D. were still negi- 
tive. Undulant fever vaccine test was negative. The antigen 
tests for trichiniasis and ascaris were both negative 


Since her recovery she has been free from asthma 


DIsCUSSION 

The essential features of this case followed closely 
the pattern of the cases described by Loeffler. 

This patient had definite transient pulmonary in- 
filtrations (Figs. A and B) and the eosinophile count 
was high (Table 1). The constitutional symptoms 
were minimal. The annoying features were the fever, 


TABLE 1. Hemogram, April to October. 
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therapy. They were given when the patient's red blood ee 2 5 a = é < 
count dropped below 4 million. 2 a 2 PS s = Zz Z 
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Deep x-ray therapy was tried over the left lung according ei 
to the following daily schedule with slight improvement: 4/12 4.0 9.1 20,200 39 8 51 
4/15 3.7 9.7 22,900 39 9 51 
AREA KV.P. MA ADDED FILTER MIN, DIST. DOSE ‘TTI. 1/20 3.3 9.7 21,300 50 13 36 1 
L. thorax ant. 400 5 1.5mm. Cu 5 70cm. 100r 100r 5/1 4.2 12.4 17,800 
1.0 mm. Al. 5/15 4.8 12.6 14,200 
thorax post. 400 5 t 5 re 100 200 $/29 4.7 10.6 12,200 
L. thorax ant. 400 5 és 5 by 100 300 6/ 6 4.5 11.4 17,600 
L. thorax post. 400 5 =r b) ii 100 400 6/27 5.0 12.4 19,700 
Size of area (1 and 2) 20x18 cm. 10/24 5.1 13.3 12,000 
a 
4 
24 2 
: : 
Fig. 1. 5-12-43 Fig. 2. 4-13-44 Fig. 5. 5-23-44 Fig. 6. 6-12-44 
—_. > 4 
Fig. 3. 4-22-44 Fig. 4. 4-29-44 Fig. 7. 6-23-44 Fig. 8. 10-24-44 


A. Fig. 1 was made during a previous admission to the 
hospital for bronchial asthma. Figs. 2, 3, and 4 are serial 
X-rays showing transient pulmonary infiltrations. 


B. Figs. 5, 6 and 7 are a continuation of the serial x-rays 
Fig. 8 shows a complete resolution of the lesions and appears 
about the same as Fig. 1. 
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the night sweats, and the persistent, almost non-pro- 
ductive cough. The similarity between the pulmonary 
infiltrations (Fig. 4) and those seen in pulmonary 
tuberculosis was quite striking. 


It is understandable how a parasitic infestation 
such as hookworm or Ascaris lumbricoides could pro- 
duce such a picture, since during the life cycle of 
these parasites pulmonary invasion takes place. On 
Guam, before the war, such pulmonary x-ray findings 
were not unusual in patients with a heavy Ascaris 
lumbricoides infestation. 


In this case no cause for the illness was found. 


CONCLUSION 
A case of transient pulmonary infiltrations with 
eosinophilia is reported. 
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PRESIDENT EMERITUS ARTHUR GORDON HODGINS, M.D.* 
RESOLUTION 


WHEREAS, one of our most respected colleagues has been in the active practice of medicine in 
the Territory of Hawaii since July first, 1899, and 


WHEREAS, throughout all of these years he has lived a life of devotion to the practice of medi- 
cine, and 


WHEREAS, his services to the sick public have over the years been given unstintingly, unselfishly 
and graciously, ofttimes at the expense of his physical well-being, and 


WHEREAS, the original Hawaiian Medical Society had the benefit of his leadership and guidance as 
President of the Society in the year 1907, and 


Wuereas, the Hawaii Territorial Medical Association enjoyed his leadership as President in the 
year 1928-1929, and also had the benefit of his counsel and advice in numerous capacities as a mem- 
ber of many committees, and 


WHEREAS, by his good works, his exemplary character and his high ideals, not only as a doctor 
of medicine but as a man and a citizen of this community, he has earned the title and the right to 
be known amongst us as one of our foremost leaders in the community and of medicine, and 


WHEREAS, social and professional. contact with him has created complete confidence, trust and 
friendship by the younger and older members of the profession as a whole, 


Now THEREFORE BE IT RESOLVED, that the Hawaii Territorial Medical Association, at this fifty- 
fifth annual meeting assembled, hereby honor him by a unanimous rising vote with the title of Pres/- 
dent Emeritus, and 


Be It FURTHER RESOLVED, that a copy of this resolution be spread upon the minutes of this meet- 
ing and the same printed in our regular bi-monthly JoURNAL, and 


Br Iv FurRTHER RESOLVED, that a copy of this resolution be immediately delivered to Doctor Ar- 
thur Gordon Hodgins by an appropriate representative or committee appointed by the President of 
the Hawaii Territorial Medical Association. . 

ForrEst J. PINKERTON, M.D. 
May 4, 1945. ; 





Dr. Hodgins died of multiple myeloma, July 7, 1945. 
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A LETTER FROM SENATOR WAGNER ... 


TO THE EpbITor: 


On Thursday, May 24, I introduced with Senator 
Murray a bill, S. 1050, entitled: “The Social Security 
Amendments of 1945." The bill provides for “the 
national security, health and public welfare.” Repre- 
sentative Dingell of Michigan introduced a. compan- 
ion bill (H.R. 3293) in the House at the same time. 


I am forwarding the bill itself, and a copy of my 
speech in the Senate for your information and use. 


I particularly invite your earnest study of the pro- 
visions of the bill relating to health. There is abso- 
lutely no intention on the part of the authors to ‘'so- 
cialize’’ medicine, nor does the bill do so. We are 
opposed to socialized medicine or to State medicine. 
The health insurance provisions of the bill are intend- 
ed to provide a method of paying medical costs in ad- 
vance and in small convenient amounts. 


During the formulation of this bill, we have bene- 
fited greatly from the constructive advice and sugges- 
tions of practicing physicians, and of physicians in 
clinical and teaching positions. Their constructive 
suggestions have resulted in changes in the bill which 
we presented in the last Congress. Undoubtedly other 
changes will be made before this bill is enacted into 
law. We wish to have it known that we invite con- 
structive suggestions from the medical profession. 


In addition, members of the medical profession will 
be given full opportunity to voice their 7 in 
open hearings when the bill is considered in Com- 
mittee. 

I hope that you will print this letter in your Journal 
and that you will join me in urging the medical pro- 
fession to undertake an earnest study of the actual 
provisions of the bill. In this way you can help im- 
measurably in avoiding misunderstanding and mis- 
interpretation of the legislation and in stimulating 
physicians and medical and hospital organizations to 
come forward with constructive suggestions and ad- 
vice. 

Sincerely yours, 


(S.) RosBert F. WAGNER 


May 31, 1945. 
... AND A REPLY 
SENATOR WAGNER: 


We have received your letter, reprinted above, ask- 
ing us to study the provisions of your bill entitled 
“The Social Security Amendments of 1945." We 
have done so. We have read your statement upon 
introduction of the bill. We have read the report 
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of the Lawyers’ Guild's National Committee on So- 
cial Legislation. And we still think that the practice 
of medicine under the terms of your bill offers a most 
unattractive prospect. 


You say that there is in your bill ‘absolutely no 
intention . . . to ‘socialize’ medicine.’ You say that 
“health insurance is s/mply"’ (the italics are ours) ‘a 
method of paying medical costs in advance.” These 
statements appear to be camouflage for the inescap- 
able, fundamental fact that your bill provides for the 
insertion of a Federal bureau between the patient and 
the doctor. What we have seen of Federal bureaus 
and their method of operation makes this outlook any- 
thing but alluring. 


You say that there is a place in your bill for cur- 
rently existing medical prepayment plans. We doubt 
it. It seems obvious that your plan would overlap 
them completely, and that nearly everyone, being 
compelled by law to subscribe to your plan, would 
be compelled by financial stringency to abandon what- 
ever private plan he belonged to. 


You say that under your plan physicians are given 
the right ‘‘to select the method” of their remunera- 
tion. But you restrict their choice to three almost 
equally unattractive alternatives: a salary (which will 
interest few competent physicians), a fee schedule 
(which in the very nature of things cannot possibly 
be satisfactory, and which is sure to defraud the in- 
nocent and enrich the unscrupulous practitioner), or 
a ‘‘panel’’ system (which is known as an abomination 
by virtually every physician who has been compelled 
to practice under it). 


Thete is a relatively small group of physicians who 
do not object to working for a fixed honorarium; this 
group consists largely of medical missionaries, teach- 
ers, research workers, military doctors, and specialists 
in tuberculosis, mental disorders, and other institu- 
tional fields. These men will find little that is ob- 
jecttonable in your plan, at least from their own per- 
sonal point of view. Most American physicians, how- 
ever, have taken up the practice of medicine partly 
because they love the work and partly because it is a 
relatively free and untrammeled way of earning a 
living. It permits them to set their own hours and 
their own fees, to work as much or as little as they 
like, and to regulate all their affairs as they see fit; to 
enjoy, in short, all of the benefits and privileges of 
a profession as opposed to a trade. Your bill would 
seriously interfere with this way of life for all but 
the most capable and popular specialists: the average 
practitioner would be forced to enter into your plan 
in order to make a living.. What will be the ultimate 
effect of this on the caliber of man who chooses medi- 
cine as,a life’s work? It seems safe to predict that it 
will not improve it appreciably. The penalty for 
such a decrease will not be paid by the medical pro 
fession. It will be paid by the people, in terms of a 
poorer quality of medical care. 
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Rome was not built in a day, nor in a decade. Our 
own medical prepayment plans are infants yet, but 
they are born, and they are growing. Give them a 
chance to show what they can do. Give us a chance 
to solve this problem—our problem—in our own way. 
Delete the medical care provisions from your bill! 





WANTED 
DEAD OR ALIVE 


...but preferably very much alive, from the eye- 
brows up—and down... . 


An Assistant Physician for Kalaupapa, Molokai, T. H. 


By choice, he should be a young man unavailable 
for military service, from a good medical school and 
a good interneship. He must be a real doctor at theart. 
He must have almost as much of the milk of human 
kindness flowing in his veins, as of blood plasma. He 
should have a loving wife, who is a sociable person— 
for Kalaupapa is off the beaten path. There should 
however be no children; Kalaupapa is perfectly safe 
for adults but it is not yet perfectly safe for children. 


He should have quite a bit of the medical mission- 
ary in. his make-up, but he must not be ostentatiously 
religious. If he has had training, or has an interest, 
in diseases of the skin, so much the better; for here 
he will get advanced training, and opportunity to ob- 
serve. 


His duties will be arduous: those of a general prac- 
titioner, with several specialties superimposed—der- 
matology, otolaryngology (tracheotomies are fairly 
frequent), and, if he knew the rudiments of patholo- 
gy and clinical pathology, he might make an everlast- 
ing name for himself. 


And what does the Territory of Hawaii offer such 
a paragon of virtues for his services in this distant 
place? Very, very little, measured by the yardstick of 
stay-at-homes in these war days. One priceless boon 
it does offer is an opportunity to work and be useful 
in a place that has been made forever famous by the 
service and martyrdom of Father Damien de Veuster. 
Father Damien's rags have been replaced by aseptic 
dressings now; there is a modern Operating room, 
and even a laboratory with an electric photocolori- 
meter and a technician to operate it. But the basic 
work done by Father Damien needs doing yet. 


There is a comfortable cottage, and plenty of good 
food; Kalaupapa raises much of its own beef. There 
is a chief resident physician, a man who is altogether 
a good doctor, a good leprologist, a good dermatolo- 
gist, and, above all, a good man. 


The salary is pitifully small—$450.00 and keep— 
as measured by present standards—but might be at- 
tractive in the crumbling days to come. 


Eprrortiats 


Fishing and hunting are mentioned only in pass- 
ing; the scenery makes the Riviera pale and pallid. 


His greatest reward would be not in minted gold, 
but in the gratitude of the three hundred and fifty-odd 
patients to whom he would help minister. The atmos- 
phere of many tuberculosis sanatoria is one of resig- 
nation and quiet; the atmosphere of this leprosy sana- 
torium is one of smiling, hopeful friendliness, typi- 
fied by the ever-spoken Hawaiian greeting, “Aloha.” 


Kalaupapa needs a doctor badly. Which of you 
doctors has blood and guts enough to volunteer for 
the job? You may some day win a star—or three—or 
even a halo. Speak up! 


P.S.: Mr. H. A. Kluegel, Superintendent of Hos- 
pitals and Settlement, Territorial Office Building, Ho- 
nolulu, Hawaii, will be happy to receive your appli- 
cation. 


E. A. FENNEL, M.D. 





PREMARITAL EXAMINATIONS 


The recent Hawaii Legislature passed a praise- 
worthy piece of legislation in H. B. No. 511, “An 
Act . . . Requiring, Subject to Certain Exceptions, a 
Premarital Examination.” Everyone agrees that per- 
sons suffering from venereal disease in a communi- 
cable stage should not get married until steps have 
been taken to prevent the transmission of such disease. 
Everyone agrees that the average person cannot be ex- 
pected to take proper steps to do this of his or her 
own volition: legal compulsion is the only means of 
making sure such an examination is performed on 
everyone before a marriage license is issued. Every- 
one agrees that a progressive State should have such 
a law in order to help its citizens rid themselves of 
gonorrhea and syphilis in particular—to say nothing 
of the many other untoward conditions that might be 
discovered in the course of such an examination. 
Even the Hawaii Legislature finally, in this year 1945, 
came around to this way of thinking and passed an 
appropriate Act providing for such examinations. 


But someone introduced a final paragraph, para- 
graph (1). It reads as follows: “All costs of exami- 
nations, tests and statements required by this Act 
shall be paid by the Board of Health from any mon- 
eys that may be appropriated for the expenses of said 
Board.” 


With roughly 5,000 marriages annually in the Ter- 
ritory, and an estimated five dollar fee for,an ade- 
quate premarital examination including a serologic 
test for syphilis, this would cost the Board of Health 
about $50,000 a year—a prohibitive figure. Whether 
the purpose of this was to sabotage the Act entirely 
by compelling its veto, or whether protection of the 
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poor was the motive, only the introducer of the fatal 
paragraph can say. What is to be done now is the 
sixty-four dollar question. If the Board of Health 
can figure out some way to permit the Territory to 
profit by the wise provisions of the Act, despite the 
seemingly insurmountable obstacle of the expense en- 
tailed by paragraph (i), it will earn the heartfelt 
thanks of everyone who has the public interest at 
heart. 


Perhaps the best solution would be for the Board 
of Health to offer, free, the perfunctory examination 
required by the letter of the law, and for the private 
physician to offer, at a reasonable office fee, an ade- 
quate premarital examination. Nearly everyone will 
probably prefer the latter—and the problem will 
thereby be solved, at least until another legislature 
can delete the unfortunate paragraph. 


DON'T APPLY SULFONAMIDES TO THE SKIN! 


Sulfathiazole powder and sulfathiazole ointment, 
and probably also the other sulfonamides, should not 
be applied to the skin unless there is a definite con- 
traindication to every substitute for them. Their use 
entails a serious risk of sensitization, with the produc- 
tion of a stubborn eczematous dermatitis which may 
be either localized or generalized and which is likely 
to be “recalled” by every subsequent exhibition of 
the drug either internally or topically. 


This has been so thoroughly established that its 
occurrence is no longer regarded as worth reporting 
in the literature; yet many physicians and nurses con- 
tinue to dust abrasions with the powder and treat all 
sorts of skin lesions with the ointment, daily. A re- 
cent article in News Week told of the treatment of 
dermatitis venenata in the Southwest Pacific area 
with “‘gentian violet and sulfathiazole ointment’’! 


It has repeatedly been suggested that five days’ use 
of the sulfathiazole preparations on the skin is com- 
paratively safe, and it appears to be true that most 
persons require six or more days’ exposure to it before 
sensitization occurs. In many instances, however, this 
may merely mean that sensitization does develop but 
the allergen is discontinued in time to prevent the 
reaction from occurring. The next exposure to the 
drug may be the one that first produces dermatitis. 


It is indefensible to wantonly and. unnecessarily 
make it impossible to ever again give a patient a drug 
which might be life-saving under certain circum- 
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stances; and that is precisely the risk incurred by the 
external application of sulfonamides. Be sure that 
your next such use of these drugs—if any—is reall) 
necessary. 





APPROVAL FOR PUBLICATION OF ARTICLES 
BY ARMY MEDICAL DEPARTMENT PERSONNEL 


We recently advised Army officers wishing to sub- 
mit articles for publication in the HAWAN MEDICAL 
JOURNAL that such articles could be approved either 
locally or in Washington. We were in error. 


Circular Letter No. 192, published November 20, 
1943, described in detail the requirements relative to 
the publication of articles by Medical Department 
personnel. The first requirement of all is submission 
of the article “through channels to the Surgeon Gen- 
eral’s Office.” 


The letter contains detailed instructions for the 
preparation of such papers; many of these would 
make most useful reading for would-be medical au- 
thors, and would if followed carefully lighten the 
load of editors considerably. Contributors are urged 
to obtain a copy of this excellent little document and 
keep it handy while they prepare the final draft of 
their contribution. 


Naval officers’ contributions may still be approved 
locally for publication. 





POSTWAR JOBS IN MEDICAL OCCUPATIONS 


Students, teachers, parents and others interested in 
medical occupations will find helpful information in 
three new six-page Occupational Abstracts on Medi- 
cine, Nursing, and Medical Laboratory Technologist, 
just published by Occupational Index, Inc., New 
York University, New York 3, N. Y. at 25c each, or 
75c for the three. 


Each abstract covers the nature of the work, abili- 
ties and preparation required, entrance and advance- 
ment, earnings, number and distribution of workers, 
postwar prospects, advantages and disadvantages and 
sources of further information, including a select 
bibliography of the five best references. 
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TERRITORIAL INSURANCE AGAINST THE COST 
OF HOSPITAL CARE 


The need for hospital care is unpredictable. Since 
it comes with serious illness ittadds to the cost of med- 
ical care, and frequently is further accompanied by 
loss of income during the illness of the wage earner. 
Hospital services are increasing in cost because of 
necessarily greater operating costs generally and be- 
ause of Hawaii's objective to keep abreast of ad- 
vancing medical science and hospital standards. 


The burden of cost falls most heavily on the middle 
and low income families—not the poor, who receive 
free hospitalization; nor families with high imcomes, 
because they can afford to pay the cost—but the mid- 
dle and low income people who do without or post- 
pone needed hospital care, or secure it through a 
combination of exhaustion of savings and current 
deprivation, or through loans and further depriva- 
tion in the future. 


The problem is to spread the risk and the liability 

-in short, to provide insurance; to make the avail- 
ability of hospital services the responsibility of the 
people of Hawaii rather than the financial misfortune 
of the one out of four or five families a year need- 
ing service. 


The Need for Insurance 


Medical and hospital authorities agree that there 
is great need for insurance against the kind of ca- 
tastrophic illness that hospitalization involves. 


Voluntary hospital insurance is increasingly worth- 
while but is effective only to the degree that coverage 
is achieved. Across the country the Blue Cross plan, 
and in Hawaii the Hawaii Medical Service Associa- 
tion (including hospitalization), have yet to include 
the bulk of the people most needing insurance. The 
Territorial insurance proposed below will coordinate 
with voluntary insurance by providing such insurance 
an opportunity to cover the cost of the remaining 
charges to the patient. With a part of the burden 
covered by Territorial insurance the voluntary insur- 
ance can also expand the scope of services provided. 

The providing of hospitalization is as essential as 
the providing of police and fire protection. Every per- 
son in the community wants these services available 
when he needs them. Most citizens seldom, if ever, 
call upon the police or fire departments, but they sup- 
port them as public services so that they will be avail- 
able when needed. However, unlike the police and 
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fire departments, the hospitals are traditionally main- 
tained and supported entirely by the persons unfor- 
tunate enough to become seriously ill. On this basis 
these persons pay not only the costs of their own ill- 
nesses, but also the costs of r-aintaining a sufficient 
number of available beds so thai service will be avail- 
able when needed—in other words, the “standby 
costs.” 


A certain number of beds must be available in each 
community in order that its needs may be served in a 
hospital sufficiently staffed and equipped to provide 
the standard services. Normally, of course, a hospital 
is never empty, but on the other hand, it should never 
be full, since at least 20 per cent of the beds should 
be held in readiness for epidemics or other emer- 
gencies. On an average, it appears that seventy-five 
per cent of the total costs per patient day represents 
the “standby costs,’” which are incurred and must be 
borne by a hospital, whether or not a single patient is 
hospitalized. It is the standby costs which it is felt are 
properly a burden to be assumed by the community 
rather than by the persons who from time to time 
happen to require hospitalization. 


Lump sum cash grants-in-aid, now enjoyed by 
two hospitals through Territorial legislation, are not 
favored as a solution to high costs of hospitalization. 
Both lack of control and inequitable assistance to the 
entire population might be the result of such a policy. 


General Provisions Outlined 
It is proposed: 

1) That the Territory provide insurance against the 
the “standby” or “ready to serve” costs per bed 
‘in the maintenance of the necessary number of 
beds in each community throughout the Terri- 
tory; 

2) That coverage include at their option all non- 
profit hospitals that offer general hospital serv- 
ice; except hospitals operated by the United 
States Government and the Territory offering 


special custodial service such as tuberculosis and 
mental illness; 


3) That administration of the insurance be the re- 
sponsibility of the Territorial Board of Health, 
with continued administration of the hospitals 
under present auspices: 


To establish under the Board of Health a Di- 
vision of Hospital insurance which shall be 
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es for the administration of this act, 
to be headed by a director. 


4) That inclusion of each hospital in the plan be 
through formal application to the Board of 
Health setting forth the basis for its participa- 
tion in the insurance benefits; certification by 
the Board of Health to the Territorial Treasurer 
of quarterly (or monthly) claims for reimburse- 
ment of the cost of “standby’’ service shall be 
conditional upon initial and continuing approval 
by the Board, of the terms set forth in the ap- 
plication, and finding by the Board during con- 
tinuing operation that such operations are in 
substantial compliance with the approved appli- 
cation. 


Such application must: 


a) provide for such methods of administration, 
standards of service, and conditions for admis- 
sion of patients, as are found by the Board of 
Health to be necessary for the efficient adminis- 
tration of hospital services in safeguarding the 
health of the people of Hawaii; 


b) provide for insurance payments to include reim- 
bursement for such objects of expenditure (ex- 
clusive of capital expenditures) as are found by 
the Board to be necessary to maintain the num- 
ber of ‘standby’ or “ready to serve’’ beds need- 
ed in each community in the Territory: 


c) provide for the establishment of such record sys- 
tem, and the maintenance of such records, which 
shall be open to inspection of the Board of 
Health, as are found by the Board to be necessary 
for the efficient administration of this insurance; 


provide that the hospital will submit such re- 
ports in such form and containing such informa- 
tion, as the Board may from time to time re- 
quire, and to comply with such — as 
the Board may from time to time find necessary 
to assure correctness in the verification of such 
reports: 


e) provide, after first deducting the standby cost 
provided by insurance, that charges to individual 
patients be determined on a sliding scale related 
to the type of accommodations and other serv- 
ices as furnished; such scale further shall be 
found by the Board to be reasonably related to 
estimated total annual operating income (in- 
cluding insurance and charges to patients) as 
will approximate total operating costs exclusive 
of capital expenditures; 


f) provide that insurance be payable for mainte- 
nance of beds occupied by patients who are resi- 
dents of the Territory of Hawaii and not eligible 
to receive hospital care through payment by 
U. S. Government agency or instrumentality 
thereof. 
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Juty-AuGustT 
Data on Which Insurance Plan Is Based 


A rough estimate of the standby charges represents 
about 75 per cent of the total cost per patient-day. At 
the present time the highest minimum ward day rate 
in any general hospital is about $6.00 per day. On a 
sliding scale basis with standby charges paid by the 
Territory, ward-bed care might be made available for 
as little as $1.00 per day out-of-pocket cost to each 
individual patient. This would rise in proportion to 
the type of accommodation desired to an estimated 
$6.00 per day. The average of all hospital direct 
charges to patients would thereby meet the deficit of 
operating costs over standby charges. 


The latest available figures indicate the various 
counties in the Territory of Hawaii have available the 
following total hospital beds that might be incor- 
porated into this plan: 





HOSPITAL BEDS 





Oahu 
TIMI -. cctsonnisintsesectinevesesasaitesuinammscsesiabanenabesein 
Maui (including Molokai and Lanai) 
Kauai 


1019 
375 














Exact costs per patient-day to cover all of the avail- 
able beds in the Territory for the year 1944 are not 
presently known, but 75 per cent standby charges to 
be paid by the Territory of the estimated costs for the 
maintenance of all of these beds, would approximate 
$3,750,000 per annum. It is further estimated that 
some 77,000 individuals were treated as in-patients 
during the year 1944. On the law of averages it 
would appear that every resident of the Territory 
might expect to be a patient in a hospital on the aver- 
age of once every 5 or 6 years. 


Under this new plan, admission to and discharge 
from any hospital in the Territory would still be 
under the control of a licensed physician. This would 
preclude the flooding of hospitals with individuals 
seeking to use these facilities for domiciliary purposes 
The availability of hospital beds at a very reasonable 
out-of-pocket cost to the average patient is most de- 
sirable from the standpoint of the general public 
health of the Territory. 


With the control of the required number of beds 
at established standby charges in the hands of the 
Board of Health, equitable hospital facilities could 
then be assured for all population areas in the Ter- 
ritory. 


Summary 


To summarize, this plan provides for public in- 
surance, contributed by the residents of Hawaii, de- 
signed to carry the basic costs of maintaining adequate 
hospital beds and facilities; each resident, when hos- 
pitalized, would be required to pay only those costs 
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for personal services actually incurred in excess of 
the amounts covered by the insurance payments. 


In operation, the various interested parties would 
function as follows: 


1. The Territorial Board of Health would 


a) determine number of beds and facilities to 
be maintained by each member hospital. 


b) determine the amount and make payments 
to each hospital for basic cost or ‘'standby” 
charges. 


2. The member hospital would 


a) continue to operate with existing staffs and 
Boards of Directors. 

b) charge each in-patient, on a sliding scale 
basis, ranging from minimum ward care to 
private room service, with the balance of the 
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cost of operation not provided by the in- 
surance. 


Resident of Hawaii would 


a) 


b) 


c) 


d) 


gain admission to and discharge from a hos- 
pital by referral of his private physician as 
at present. 

have the use and choice of any member hos- 
pital in the Territory at an out of pocket 
cost within the means of the patient. 


be assured of adequate hospital facilities in 
all areas of the Territory, in proportion to 
the population needs. 


enjoy better public health standards through 
the ability, both physical and financial, to 
more generally use hospitals for the prompt 
treatment of the sick and injured. 


Cuas. F. HONEYWELL 

















THE SHOCK THERAPIES 


In the centennial anniversary issue of the Amert- 
can Journal of Psychiatry, Dr. Abraham Myerson 
predicted that “when the history of psychiatry is 
written for the one hundred fiftieth anniversary of 
the American Psychiatric Association, the end of 
the era of therapeutic defeatism will be found to date 
from the time of the introduction of the shock treat- 
ments, and the advent of these queer and rather bar- 
baric additions to the ‘gentle’ art of healing will mark 
the beginning of a real and much better therapeutics, 
which will in its turn lead to a new and better classi- 
fication and a completer understanding.” Such en- 
thusiasm compels our attention and further study. 


History 


The use of violent medicines in the direct attack 
upon the psychoses is no novelty. The medieval pre- 
scription of “githrife, cynoglossum, yarrow and lupon 
to be drunk by the fiend-sick man out of a church 
bell’ was succeeded in the twenties of this century 
by Dr. Lowenhart’s use of cyanide with improve- 
ment in some cases. Dr. Sakel came upon insulin in 
the relief of morphine addiction withdrawal symp- 
toms and extended its use in the alleviation of func- 
tional mental disorders in 1930. Meduna instituted 
metrazol therapy in 1933, based on his apparently 
erroneous assumption of an antagonism between the 
schizophrenic process and epilepsy. Before accepting 
metrazol he had tried camphor. Cerletti and Bini de- 
vised the electroshock in 1938 as a more satisfactory 
way to produce a convulsion, after extensive animal 
experimentation. 


Mechanism of Action 


The only common denominator of all three shock 
therapies is unconsciousness. In insulin shock this is 
part of a progressive depression on the neuraxis from 
the cerebral hemispheres to the brain stem by starva- 
tion induced by prolonged hypoglycemia. With met- 
razol and electroshock the unconsciousness represents 
exhaustion of the motor cortex after chemical or 
electrical stimulation. 


The healing mechanisms of shock therapy have 
been analyzed by Moriarty and Weil under three 
headings. (1) Physiologically, shock seems to sta- 
bilize the central nervous regulatory centers, especial- 
ly the hypothalamus. “Concomitantly, there occurs 
reestablishment of inhibited reflex responses, with 
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the disappearance of such symptoms as insomnia, ten- 
sion and depression.” (2) From a psychobiologic an- 
gle, the patient is subconsciously brought to a “low 
level fear’? where the patient summons all his cour- 
age to fight for the life which seems to be threatened. 
This release of self-confidence operates toward the 
patient's improvement. (3) Freud has described psy- 
chosis as a regression of the adult back into his ego- 
shell, where all energy and attention is applied to self. 
Psychologically, shock seems to break this self-fixa- 
tion to liberate the patient's energy for social living. 


Technique 


Insulin therapy is expensive in time and personnel. 
Ordinarily twenty to forty deep comas are advocated, 
each one of which requires full attendance, by a 
nurse and a doctor experienced in this technique, for 
at least five hours. The comas are induced daily, six 
days a week, the coma dose varying from 50 to 400 
units of plain insulin. 


Convulsive shocks are usually given two or three 
times a week for as long a time as the attending psy- 
chiatrist may think necessary. For some psychotic 
patients daily and even thrice-daily shocks have been 
recommended. There is no contraindication to repeat- 
ed series of convulsive shocks with relapse of the dis- 
ease process. 


Indications 


Undoubtedly the affective disorders, that is, the in- 
volutional melancholias, the agitated depressions, the 
reactive and autogenous depressions and the manic 
attacks have shown the best results with convulsive 
shock treatment. Illnesses of this kind have been 
shortened by two-thirds or more. Affective disorders 
do not respond to insulin treatment. Schizophrenia is 
characterized by remissions and relapses; schizo- 
phrenic episodes seem to be aborted with clectro- 
shock. 

A recent comprehensive study by the Temporary 
Commission in State Hospital Problems (New York) 
comparing 1100 schizophrenic patients who received 
insulin with 875 who had only supportive care found 
that the insulin patients were able to leave the hos- 
pital sooner, they returned in fewer numbers and 
later, and there was a consistently larger proportion 
of insulin treated patients in the higher levels of 
usefulness in contrast with the non-treated patients. 
In consideration of the risk and expense, many psy- 
chiatrists advise a trial with electric shock before un- 
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dertaking the more dangerous and costiy insulin 
therapy. 


Some psychoneuroses are amenable to shock treat- 
ment. Organic and toxic-delirious psychoses do not 
improve with shock. Nor is shock indicated for men- 
tal deficiency. When a psychopathic disorder is col- 
ored with functional features like depression, tension 
or schizoid characteristics, these undesirable features 
may be erased with shock. Usually paranoid condi- 
tions are improved with insulin. 


Contraindications 


Tuberculosis, advanced arteriosclerosis, coronary 
disease, congestive heart failure from whatever cause, 
advanced age, malignancy, pregnancy and organic 
brain damage have been the principal contraindica- 
tions to the use of shock therapy. In any particular 
patient, however, it is well for the internist and_psy- 
chiatrist to assess together the somatic and mental 
dysfunction, and determine the advisability of shock 
in terms of the total person. Recently, for example, 
we saw a patient with severe involutional melancholia 
and rheumatic mitral stenosis with occasional cardiac 
failure return to her family enormously improved 
mentally after two electroshocks. 


Complications 


Complications of insulin therapy are prolonged 
coma, pneumonia and cardiac failure.. These are re- 
sponsible for the death of one patient in five hun- 
dred in large series. In convulsive shock, fractures 
and dislocations, activation of quiescent tuberculosis, 
circulatory -ollapse and memory defects are to be 
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mentioned. These memory defects sometimes take 
three or four weeks to disappear, even in patients 
who are otherwise well. 


The introduction of curare to soften the somatic 
manifestation of the convulsion has decreased the 
number of fractures appreciably in roentgenologically 
compared series, but adds a new danger by its own 
threat to respiratory function. 


Many have been concerned about permanent brain 
damage resulting from convulsive shock. It is reas- 
suring to know, therefore, that morphologically de- 
monstrable changes in the brain tissues of experi- 
mental animals could be produced by Alexander 
and Lowenbach only with shocks which in amperage, 
duration of flow and density of current far exceeded 
those used in electroshock in man. 


Conclusion 


Three relatively new tools have been added to the 
psychiatrist's armamentarium: insulin, metrazol and 
electroshock. Metrazol is giving way almost com- 
pletely to electric shock on account of the higher inci- 
dence of fractures with metrazol and the practical 
convenience of electroshock. Their exact mode ot 
action remains a mystery but their effectiveness in dis- 
sipating and destroying the psychotic process in se- 
lected patients is an observable certainty. Like all 
weapons in medicine, they can be no more useful than 
the competence of the specialists who employ them, 
and psychotherapy continues to be an essential ad- 
junct to their full ameliorative value. 


E. J. Hornick, M.D. 
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HONOLULU COUNTY MEDICAL SOCIETY 


Regular meeting held Friday, March 2, 1945 in the 
Mabel Smyth Auditorium. 


The program was entitled “Symposium on Objectives 
and Functions of the Health Department,” and was pre- 
sented by Charles L. Wilbar, M.D., B. J. McMorrow, 
James R. Enright, M.D., Robert H. Marks, M.D., Samuel D. 
Allison, M.D., Edward Y. Z. Chong, Pauline Stitt, M.D., 
William Shanahan, M.D., Laura Draper, Elmer J. Anderson 
and Richard K. C. Lee, M.D. 


In the absence of Dr. Enright, Dr. Wilbar read 
the paper prepared by Dr. Enright previously for 
presentation. In the absence of Dr. Wishik, Dr. 
Stitt spoke on the Bureau of Crippled Children. 


Dr. Halford read an article taken from a newspa- 
per printed on the mainland. It was written by a 
chiropractor who had visited Kalaupapa, Molokai. 
He had given his ideas on the causes of leprosy, and 
criticised some of the work being done. 

Dr. Fennel announced that there is a movement 
afoot to make hospital insurance mandatory. He felt 
that if the bill were passed all members of the com- 
munity would profit by it. The bill calls for money to 
be taken from the Territorial treasury to pay for part 
of the hospital bills contracted by a patient, regard- 
less of his financial status. He pointed out that this 
did not include indigents. 

Dr. Fennel announced that Kauai has adopted the 
Honolulu County Medical Society Industrial Accident 
Fee Schedule, and that Maui and Hawaii are about to 
do so. 

Dr. Pinkerton introduced Dr. Nebelung who was 
released from the Navy to work with the Public 
Health Committee of the Chamber of Commerce. 


M. Gorvon, M.D.., 
Recording Secretar) 





KAUAI COUNTY MEDICAL SOCIETY 


The regular meeting of the Kauai County Medical 
Society was held on April 11, 1945 at the Wilcox 
Hospital at 7:30 P.M. 


Members present were Drs. Umaki, Kuhns, Boy- 
den, Hata, Harris, Liu and Wallis. 


The reports of the Legislation Committee, concern- 
ing two recent House bills, were read. Dr. Kuhns 
moved that the Legislation Committee's reports be 
sent to all members of the Kauai Legislature; second- 
ed by Dr. Hata and passed. 


Dr. Boyden moved that all recommendations ren- 
dered by the Legislation Committee be sent to the 
president and secretary, and with their approvals to 
be sent directly to the Legislators; seconded by Dr. 
Liu and passed. 


Dr. Wilbar's letter concerning the charginy of fees 
at the Board of Health clinics was read. It was felt 
that his letter explained the situation satisfactorily. 


Dr. Pinkerton’s letter concerning disposition of 
plasma on hand was read. An informal discussion 
followed and Dr. Wallis moved that the plasma be 
offered to the Honolulu Blood Bank for whatever 
use they may have for it. This was seconded by Dr. 
Kuhns, who further agreed to speak to Dr. Pinkerton 
concerning the proposal. * 


There followed a discussion of proposals which 
would come up at the annual meeting on May 3. 


Opinions of the Society were as follows: 
HMSA—agreed. 
Workmen's Compensation Fee Schedule—agreed. 


Terr. insurance against cost of hospital care—desired ad- 
ditional information. 


Convalescent nursing home—agreed. 
Three-year residence clause—against. 


One-year residence clause with abrogation 6 months after 
the war—Dr. Boyden moved that we go on record as ap- 
proving this proposal; seconded and passed. 

Change of charter and by-laws, to elect the president and 
president elect and to elect secretary and treasurer for 3-year 
terms—agreed. 

For members in the service—Recognition Committee— 
agreed. 

During the above discussions Dr. Umaki outlined 
several salient points to be considered by the Com- 
mittee for the Convalescent Home. 


There was an informal approval of members pres- 
ent for combining the County Medical Society and 
the Wilcox Memorial Hospital staff for scientific 
meetings. There was also informal approval that 
traveling expenses for outside speakers were to be 
taken out of the County Society funds. 
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Dr. Umaki read the new list of committees and 
their members. It was decided that the Committee on 
Fee Schedules would give an early report on fees for 
private patients. 


There was informal approval of having Dr. Pinker- 
ton delegate to the AMA again this year. 


A motion was made by Dr. Liu that the Society 
approve of the setup whereby the president of the 
Territorial Society should be a resident of Honolulu, 
this to be in effect for the duration; seconded by Dr. 
Boyden and passed. 


H. W. Harris, M.D., 


Secretary-Treasurer 





MAUI COUNTY MEDICAL SOCIETY 


Regular meeting held March 13, 1945, at the Wai- 
luku Hotel. Members present were Drs. Shimokawa, 
Patterson, K. Izumi, Balfour, Kanda, Osmers, Dunn, 
McArthur, von Asch (presiding), and Sanders. Lt. 
MacInturff and Lt. Storts were guests. 


Dr. von Asch announced the appointment of the 
following committees for the coming year: 


Program Public Health, Legislation 
Patterson, Chairman Balfour, Chairman 
McArthur Osmers 
Balfour Tompkins 

Forms of Medical Practice Library 
K. Izumi, Chairman Kanda, Chairman 
Osmers Patterson 
Dunn Balfour 








CouNtTy SOCIETY REPORTS 


Society Board of Governors 
McArthur, Chairman McArthur 
K. Izumi K. Izumi 
Sanders Patterson 


Dr. Homer Izumi has resigned from the Maui 
County Society and is transferring to the Honolulu 
County Society. 


The Maui Community Council plan was presented, 
as to aims and principles, by Dr. Patterson. After 
some discussion, it was agreed that the Maui County 
Medical Society join the Maui Community Council, 
and that they be represented on the Countil by the 
incumbent president each year. Copies of the set-up 
and plan of the Council will be sent to the members 
as soon as they are available. 


Dr. Francis Chu, of Pukoo, Molokai, was admitted 
to membership in the Maui County Society. 


There was some discussion of the expert testimony 
problem as seen in the Maui courts. The present sta- 
tus, and legislative trends, are to be reported upon 
by Dr. Balfour. 


The regular monthly meeting was held April 8, 
1945, at the Wailuku Hotel, at noon. Present were 
Drs. George von Asch (presiding), K. Izumi, St. 
Sure, Jr., Balfour, Kanda, Patterson, Rothrock and 
Sanders. 


Dr. R. J. McArthur was elected delegate to the 
Territorial Meeting in May 1945. 


Dr. Harry L. Arnold, Jr., of Honolulu, discussed 
a new concept of an old disease complex, newly 
termed “pompholyx.”’ 
JOHN SANpERs, M.D., 
Secretar) 











LIBRARY NOTES 





THE HONOLULU COUNTY MEDICAL LIBRARY 
Mrs. ETHEL HILL, Librarian 
Miss Doris T. YASUTAKE, Library Assistant 
8:00 A.M.—4:30 P.M. Phone 65370 7:30 P.M.—9:30 P.M 
RECENT ACQUISITIONS 
By Purchase: 
Criep, L. H.: Essentials of allergy. 1945. 
Hamblen, E. C.: Endocrinology of woman: 1945. 
Hawk, P. B.: Practical physiological chemistry. ¢1937. 
Haymaker, Webb: Peripheral nerve injuries. C1945. 
Hodges, F. J.: The gastro-intestinal tract. 1944. 


Kerr, H. D.: The urinary tract, a handbook of roentgen 
diagnosis. €1944. 


Mackie, Col. T. T.: Manual of tropical medicine. ©1945. 
Page, I. H.: Arterial hypertension. c1945. 


Pancoast, H. K.: The head and neck in roentgen diag- 
nosts. C1940. 


Pillsbury, D. A.: Manual of dermatology. ¢1942. 
Revised laws of Hawai, 1945. 


Rosenau, M. J.: Preventive medicine and hygiene. 6th ed. 
c1935. 


Strong, R. P.: Ssitt’s diagnosis, prevention and treatment 
of tropical diseases. 2v. 7th ed. c1944. 


Strecker, E. A.: Practical clinical psychiatry. Sth ed. 
21940. 


Treves, Frederick: Surgical applied anatomy. 10th ed. 
1939. 


From the NURSES’ ASSOCIATION 


Young, Helen, Comp.: Lippincott’s quick reference book 
for nurses. C1943. 


From Dr. RALPH B. CLOWARD 


Duke-Elder, W. S.: Recent advances in ophthalmology. 
2nd ed 








James, R. R.: Studies in the history of ophthalmology in 
England prior to the year 1800. ¢1933. 

McKenzie, Dan: Diathermy medical and surgical in oto- 
laryngology. 1930. 


Stellwag von carion, Carl: Treatise on the diseases of the 
eye. Trans. from the 3rd German ed. ¢1868. 


Journal of Nervous and Mental Diseases (bac’: files). 
From Dr. ALVIN V. MAJjosKA 


Blumer, George, ed.: Billings-Forchheimer’s therapeusis 
of internal diseases. 6v. ©1929. 


DUPLICATE JOURNALS NEEDED 

The Library has recently been requested to furnish 
duplicate copies from 1942 to date of the following 
journals: 

American Journal of the Medical Sciences. 

American Journal of Public Health. 

American Journal of Surgery. 

American Journai of Tropical Medicine. 

Archives of Internal Medicine. 

Archives of Neurology and Psychiatry. 

Journal of the American Medical Association. 

Military Surgeon. 

Surgery, Gynecology and Obstetrics. 

War Medicine. 


These files are to be sent direct to countries farther 
west, whose libraries have been destroyed during the 
war. With the help of the MepicaAL Group, the 
Medical Library has completed files of the Journal 
of the American Medical Association and Surgery, 
Gynecology and Obstetrics; however, the others are 
still incomplete. Inasmuch as the American Red Cross 
has asked for eight sets of these journals, the Library 
would appreciate receiving any duplicate copies a 
doctor might be willing to give for this purpose. 
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FIFTY-FIFTH ANNUAL MEETING 
_ HAWAII TERRITORIAL MEDICAL ASSOCIATION 


May 3-6, 1945 
MABEL L. SMYTH BUILDING, HONOLULU 


The Fifty-fifth Annual Meeting of the Hawaii Territorial 
Medical Association was opened in the auditorium of the 
Mabel L. Smyth Building with a joint meeting of the House 
f Delegates and membership. The following program was 
presented: 


SCIENTIFIC PAPERS 
Schiiller-Christian Disease by Jesse Smith, M.D., Ho- 


nolulu. 


Congenital Cystic Disease of the Liver by W. H. Walker, 
M.D., Honolulu. 


Marginal Ulcer as Complication of Gastro-enterostomy by 
J. E. Strode, M.D., Honolulu. 


Still's Disease: Treatment of Four Cases with Gold by D. 
C. Marshall, M.D., Honolulu. 

Pellagra: A Report of Two Cases by H. M. Patterson, 
M.D., Hawaii. 

Malignant Tumor of Small Intestines by F. F. Alsup, 
M.D., Honolulu. 


An Unusual Curable Cardiac Condition in Infants by A. 
S. Hartwell, M.D., Honolulu. 


Penicillin Ointment in the Treatment of Infectious Dis- 
ises of the Skin by H. M. Johnson, M.D., Honolulu. 


A New Treatment for Ruptured Intervertebral Dise by 
R. B. Cloward, M.D., Honolulu. 


Spontaneous Rupture of Uterus During Pregnancy by G. 
C Milnor, M.D., Honolulu. 


Reemployment of Neuropsychiatric Dischargees by R. D. 
KXepner, M.D., Honolulu. 


Pancreatectomy for Hyperinsulinism: Case Report by R. 
G. Johnston, M.D., Honolulu. 


Cold Agglutinins in Virus Type Pneumonia by E. A. Fen- 
nel, M.D., Honolulu. 

Systemic Penicillin Therapy in Chronic Maxillary Sinusi- 
iis by H. E. Crawford, M.D., Hawaii. : 

Plastic Surgery of the Breast by C. E. Fronk, M.D., Hono- 


lulu. 


Differentiation of Lepromatous from "Neural" Leprosy by 
H. L. Arnold, Jr., M.D., Honolulu. 


A Fatal Case of Sprue by T. H. Richert, M.D., Honolulu. 


MEETINGS 


Council—Thursday evening, dinner meeting at the Pacific 
Club. 

House of Delegates—Friday afternoon, 3:30, Mabel Smyth 
Building. 

Council and House of Delegates—joint meeting—Saturday 
luncheon, Mabel Smyth Building. 


Other meetings held in conjunction with the annual meet- 
ing were: 

Advisory Committee to Bureau of Crippled Children, 
Thursday morning, Mabel Smyth Building. 

Advisory Committee to Maternal and Child Health Bu- 
reau, Thursday afternoon, Mabel ‘Smyth Building. 

Round Table Meeting: Territorial Insurance Against 
the Cost of Hospital Care, led by Mr. Charles F. Honeywell. 


Present Territorial Status of Hawati Medical Service Asso- 
ciation, led by Mr. Reginald Carter. Saturday morning, 
Mabel Smyth Building. 


SOCIAL PROGRAM 


Golf—Sunday morning, Waialac Golf Club—Frank Spen- 
cer, M.D., in charge. 

Picnic—Sunday afternoon at the home of Drs. Marie and 
Robert Faus. 


NOTES 


Scientific papers presented will be published in the Ha- 
WAI MEDICAL JOURNAL. 

Minutes of meetings, reports, discussions at the round 
table, and the President's address follow: 


ADDRESS BY PRESIDENT 
Eric A. FENNEL, M.D. 


Fellow Members and Guests: 


This address should become historic, but only by virtue of 
its brevity. 


I shall not point with pride nor view with alarm. I shall 
try to briefly review the pertinent events of the past year. 


You elected me your president. My first reaction was 
boundless surprise; my second, heart-warming pleasure; but 
my third, in rapid order, dismay—dismay at my unpreparcd- 
ness and ignorance and fear of the things I should do but 
for which I was not qualified. 


Today, when I bid you farewell and Aloha there is still 
in my heart and mind that same dismay and fear; the things 
I should have done, haunt me. 


As you know, shortly after my election we lost our sec- 
retary, Mrs. Bolles. That made the going tough for a 
while. However, shortly thereafter we acquired the services 
of Mrs. Edith C. Bennett and I wish to pay tribute to their 
excellence. She has done yeoman work on our JOURNAL 
and should be able to carry on after our able editor, Dr. H. 
L. Arnold, Jr., leaves for the wars. 


In appointing the various standing committees I got house- 
maid's knee from kneeling in supplication to get servitors 
Everybody was too busy or too tired to serve on commit- 
tees. Dr. R. O. Brown is still convinced that I lured him 
into the chairmanship of the Legislative Committee under 
false pretenses. I told him this was not a legislative year. 
He was almost as ignorant of such things as I was but, to his 
credit, he worked. So, did Dr. Kepner in his field. Dr. R. 
B. Cloward’s committee has made this program, predomi- 
nantly “Association,” a possibility. The reports wf all these 
committees will be published in the JoURNAL. 


There has been no meeting of your Council, except by 
mail, during my term, except for one held yesterday, because 
nothing up for consideration seemed to warrant the inter 
island travel and desertion of patients. 
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In substitution therefor, I as your president, revived an 
old custom and visited each of the County Societies. I fear 
they learned but little from me, but I became educated in- 
deed. I now for the first time have a truly understanding 
respect for the plantation physician and his work. I doubt 
if there is that excellence of rural medicine practiced any- 
where else in the world. Each island has its own unique 
problems and many in common. 


Two letters to each member of our Association went out 
from me during the year in an effort to bring all of you up 
to date on the affairs of our Association. 


I have made an effort, and at least in part succeeded, in 
getting the minutes of county society meetings to the off- 
cers of the other county societies promptly, so that each 
might know what the other was doing. Each of the out is- 
lands was represented on all the standing committees so that 
they might at least get transcripts of the minutes of meetings 
held by these committees. 


After many labor pains, without anaesthesia, the Hono- 
lulu County Society brought forth a revised Workmen's Com- 
pensation Fee Schedule, which was promptly adopted in 
toto by Hawaii, Maui and Kauai and so becomes a Terri- 
torial one in fact. Drs. Pinkerton, Strode and Stewart de- 
serve bronze stars and purple hearts. 


This fee schedule may become very important to the plan- 
tation physicians if the labor unions on those plantations 
make it economically impossible for the plantations to con- 
tinue to render gratuitous medical services to certain 
groups. One of these doctors told me that, even with the 
lower old fee schedule, he would have had a karger income 
from this group and the insurance carriers than he received 
as salary from the plantation for the same work. 


Despite much effort, the Hawaii Medical Service Associa- 
tion has not yet been extended to the out islands, primarily 
because the plantations would not do what unions have 
forced in industry elsewhere—that is, to make payroll. de- 
ductions for dues. Without this cooperation, the plan of 
the H.M.S.A. is not economically sound. 


There has been, this past year, a very much improved 
relationship between the Board of Health and our Associa- 
tion, but there remains room for improvement. Dr. Wilbar, 
the president, himself has been most cooperative. We must 
be ever alert to keep the Board of Health out of the prac- 
tice of medicine and limited to preventive medicine. 


The regulation of laboratories pronosed by the Board of 
Health is now in its umpteenth revision. Our attitude has 
been that only doctors of medicine should direct a clinico- 
pathological laboratory, only a doctor of veterinary medicine 
should direct a veterinary laboratory and I am sure we 
would all agree with the Board of Health in any criteria 
they set for a public health and sanitary laboratory. Fur- 
ther, it is our contention that the requirements for tech- 
nicians should not exceed those of the Registry of the 
American Society of Clinical Pathologists. There is, how- 
ever, a real need for such a law which incorporates these 
thoughts. 


The University of Hawaii has instituted a course for the 
training of laboratory technicians. 


A bill to lengthen the residence clause for licensure to 
three years was vigorously opposed by a number of us and 
has happily failed. Even the one-year requirement makes 
isolationists of us and I think we shauld organize now for 
its repeal as soon after the war as seems advisable. 


The Council and the House of Delegates will, I hope, 
approve the proposed change in our Charter and By-Laws 
which will (1) permit of.the election, annually, of a presi- 
dent and a president-elect, so that we may avoid as un- 
trained an executive as I have been and (2) permit the elec- 
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tion of a secretary and a treasurer for a three-year period 
rather than one. It is my hope that your new president will 
call a meeting for this purpose at which you can all vote 
personally or by proxy. 


Dr. Pinkerton, with an advisory committee, is Procure- 
ment and Assignment. He laudably long delayed wholesale 
action in the Territory in an effort to gain, for our citizen 
doctors of Oriental and Caucasian heredity, equal privileges. 
It is greatly to be deplored that neither Army nor Navy 


granted this; they made a sort of “Hood River’’ decision. 


Finally, when wholesale assignments were contemplated 
and then made, the methods were such that for weeks on 
end the only results were rumors that flew as thick again as 
those engendered by the Japs in January 1942. 


P. and A. asked neither help nor advice from your presi- 
dent nor your Council, but assumed full responsibility. For 
that I personally am deeply gratefu' for thus I have been 
spared the bitter criticisms and recr ninations so prevalent 
recently in Hawaii. 


I wish I knew, and could tell you, how many doctors the 
Navy really needed and how many was Hawaii's share. I 
wish I knew what the population of Hawaii Nei is. I wish 
I knew how many active doctors there were in the Territory. 
I wish I knew how many—and who—were already in the 
Service. I wish I knew how many—and who—have been 
declared available immediately and how many—and who—on 
sixty-day deferment. I wish I knew what that expression 
means. All these things at the moment seem to be deep, 
dark secrets, giving rise to more pernicious rumors. 


It is to be hoped that in the immediate future Dr. Pin- 
kerton will make available these data to the editor of our 
JouRNAL, not only for our information but as a protection to 
himself. 


I have not discussed the “State Medicine’’ nor the “Uni- 
formed Medicine” that so many of my colleagues seem so 
concerned about, as an inevitable sequence of the War. At 
the moment, none of us can see the world nor the future 
save as through a glass, darkly. 


But I have an idea—a conviction—that the doctor who 
applies himself more to the perfection of his professional 
capacities and less to his economic outlook will find himself 
in a comfortable and happy situation under any conceivable 
governmental set up at war's end—and may that be soon. 


Aloha. 


MINUTES OF MEETING 
COUNCIL 


Thursday, May 3, 1945 at 6:00 p.M., Pacific Club 


Present: Dr. Fennel, presiding; Drs. Gaspar, L. G. Phil- 
lips, Withington, Pinkerton, McArthur (Maui), Wallis 
(Kauai), L. L. Sexton (Hawaii), and Bell. 


H.M.S.A.: The Territorial Association commends exten- 
sion of the service to the outside islands. This has been 
held up because the plantations will not make deductions 
from payrolls for dues. Dr. Pinkerton stated that H.M.S.A. 
wants to get into the other islands in any way possible. 


Action: It was voted the Council approves the 
principle and recommends to the House of Dele- 
gates the extension of the H.M.S.A. to the other 
islands by any possible plan. 


Workmen's Compensation Fee Schedule: Dr. Fennel an- 
nounced ‘that such a fee schedule had been adopted by the 
Honolulu County Medical Society and endorsed by the other 
county societies. Copies are available at $2.00 each. Dr. 
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Sexton brought up the item of additional cost of x-rays on 
the outside islands due to high cost of repairs. The sched- 
ule, however, is flexible enough to take care of such mat- 
ters. 


Action: The Council recommends to the House 
of Delegates that the fee schedule, as adopted and 
endorsed by the county -societies, be commended. 


Territorial Insurance against the Cost of Hospital Care: 
A Senate Resolution has provided for a commission of seven 
to study the subject and an appropriation of $50,000 to cover 
the cost. 


Action: It was voted that the Council recom- 
mend to the House of Delegates that they instruct 
the President to appoint a committee of not less 
than two to work with the commission of seven 
on the fact finding and keep the Territorial Asso- 
ciation informed. 


Convalescent Nursing Home: 
Action: The Council wishes to inform the House 
of Delegates there is still need for a convalescent 
nursing home. - 


Procurement and Assignment: It is felt the public should 
be informed by newspaper and radio publicity that a consid- 
erable number of doctors from the Territory are about to 
enter the armed forces, and that the public must be edu- 
cated to get along with fewer doctors and less medical serv- 
ice. 


Action: The Council recommends to the House 
of Delegates that this matter be referred to the new 
committee on public policy and legislation with in- 
structions to take immediate action to prepare the 
public for the loss of doctors to the armed forces. 


Residence Requirement to Practice Medicine: Dr. Fennel 
reported that a bill introduced in the Legislature to require 
a three-year residence before granting a license to practice 
medicine had been fought by the doctors and pigeonholed. 
Representative Henriques, who introduced’ the bill, then 
threatened to have the one-year residence clause deleted. 


Action: The Council discussed at considerable 
length the dropping of the one-year clause as soon 
as practical after the war and recommends that the 
Legislative Committee study this matter and recom- 
mend action when the next Legislature meets. 


Pensioners on plantations who‘ are sick: No action. This 
‘will be covered by the study of Territorial insurance against 
the cost of hospital care. 


City County Hospital: 


Action: It is recommended to the House of Dele- 
gates that the matter be referred to the incoming 
Committee on Public Policy and Legislation. 


Pre-Marital Law: A bill requiring premarital blood test 
for syphilis has passed the Legislature. No action is neces- 
sary. 


Laboratory Regulations: The Board of Health is drawing 
up laboratory regulations. No action necessary. 


_ Finances: Registration fee—The Council approved a reg- 
istration fee of $5 per member for the annual meeting and 
a charge of $2.50 each for tickets to the picnic. 


Audit: Dr. Phillips read the auditors’ report for the fiscal 
year ending February 28, 1945. It was voted to recommend 
that the House of Delegates accept the report. 


Library appropriation: It was voted that the annual appro- 
priation of $500 for the medical library be made as in former 
years. 
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Change in by-laws: 


a. President-elect: It is recommended that the by-laws 
be changed to provide for the election of a presi- 
dent-elect each year. The president-elect would thus 
have an opportunity to familiarize himself with the 
working of the Association and be prepared to as- 
sume the presidency the following year. 


b. Secretary and Treasurer: It was recommended that 
the by-laws be changed to lengthen the term cf of- 
fice of the secretary and the treasurer from one year 
to three years. 


War Recognition Committee: 


Action: The Council recommended that the in- 
coming president appoint a standing committee 
whose prime consideration we-:ld be members who 
have served in the war and th.t this committee be 
directed to investigate and take appropriate action 
to see that deserving members of the Association be 
recommended for the Legion of Merit. Such a 
committee should also keep historical records of 
all members in service. 


Relations with the Board of Health: 


Advisory Committee to the Bureau of Crippled Chil- 
dren: The report, read by Dr. Wallis, was favorably 
recommended to the House of Delegates. 


Advisory Committee to the Bureau of Maternal and 
Child Health: The Territorial Association has already 
expressed its attitude toward the EMIC program and 
does not care to go into the matter further. 


Dr. Hodgins: Dr. Phillips suggested some expression of 
appreciation to Dr. Hodgins at this time. Dr. Fennel ap- 
pointed Dr. Pinkerton to present a short address of appre- 
ciation at the Annual Meeting, to be presented to Dr. Hodg- 
ins in written form following the meeting. 


The meeting adjourned at 9:40 P.M. 
Respectfully submitted 


L. A. R. GAspar, M.D., 
Secretary 


MINUTES OF MEETING 
HOUSE OF DELEGATES 


Friday, May 4, 1945, 3:30 Pp.M., Mabel Smyth Auditorium 


Present: 


President—Eric A. Fennel 

Vice President—F. J. Halford (Honolulu) 
Vice President—R. T. Eklund (Hawaii) 
Treasurer—Lyle G. Phillips 


Delegates: 
H. M. Patterson—Hawaii 
H. E. Crawford—Hawaii 
W.H. Wynn—Honolulu 
M. DeHarne—Honolulu 
T. Hata—Kauai 
R. J. McArthur—Maui 


Councillors: 
L. L. Sexton—Hawaii 
S. Wallis—Kauai 
P. Withington—Honolulu 


Reports: The following reports were read in full or by 
title’ and upon due action duly passed were accepted and 
placed on file: 
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Reports of Component Societies: 


Hawaii County—by Dr. Mizuire (Exhibit A) 
Honolulu County—by Dr. Gordon (Exhibit B) 
Kauai County—by Dr. Liu (Exhibit C) 

Maui County—by Dr. von Asch (Exhibit D) 


Report of the Council: 

Read by Dr. Fennel in the absence of the Secretary (Exhibit E) 
Report of the Secretary: 

Dr. L. A. R. Gaspar (Exhibit F) 


Report of the Treasurer: 


Dr. Lyle G. Phillips (Exhibit G) 


Reports of Committees: 
Journal Committee—Dr. Arnold, Jr. (Exhibit H) 


Committee on Public Policy and Legislation—Dr. R. O. Brown 
(Exhibit I) 


Cancer Committee—Dr. Buzaid (Exhibit J) 
Committee on Psychiatry and Neurology (Exhibit K) 


Medical Advisory Committce of the Bureau of Maternal and 
Child Health (Exhibit L) 


Medical Advisory Committee of the Bureau of Crippled Children 
(Exhibit M) 


Health Education Committee—Dr. Gordon (Exhibit N) 


Board of Management, Mabel Building—Dr. 
(Exhibit O) 


Penicillin Committe—Dr. Price (Exhibit P) 


Smyth Phillips 


A question was raised as to the new law regulating the 
use of poisons. This question is to be investigated. 


The meeting adjourned at 4:00 to meet again at 12:00 
Saturday noon in the Mabel Smyth Building. 


Respectfully submitted 


L. A. R. Gaspar, M.D., 
Secretary 


SUMMARY OF ACTIVITIES OF THE 
HAWAII COUNTY MEDICAL SOCIETY 


EXHIBIT A 
S. MizuireE, M.D., Secretary 


Scientific 


In June, 1944 the Society was the guest of Col. Mogabgab 
at the Mountain View Hospital. An excellent scientific pro- 
gram was presented. Other scientific programs during the 
year were as follows: 


Weil's Disease: 37 cases by Dr. H. M. Patterson. 
Surgical Case Histories by Dr. L. R. Fernartdez. 
Plague by Col. Ward. 

Mental Diseases by Dr. W. M. Shanahan. 

Diseases of the Spinal Cord by Dr. R. B. Cloward. 


Survey of Weil's Discase on the Island of Hawaii by Dr. J. E. 
Alicata. 


Public Health 


A Tuberculosis Committee was appointed whose function 
is to make the control of tuberculosis on this island more 
effective. The committee consists of three physicians, one 
from Puumaile Hospital, one from the Board of Health and 
one from the Medical Society. 


The old method of food handlers’ examinations was abol- 
ished. 


A mobile x-ray unit has been ordered for the Puumaile 
Hospital. As soon as it arrives, chest surveys will be made 
throughout the island. In conjunction’ with this survey, 
blood Wassermann tests will also be taken. This service 
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will be free of charge. The various plantations will cooper- 
ate in these surveys. 


The Society went on record as favoring that the Board 
of Health assume the recording of vital statistics for the dis- 
trict of South Hilo, which was formerly done by the govern- 
ment physician of that area. 


Since the present government physician, Dr. L. L. Sexton, 
wished to relinquish the position of government physician 
for the district of South Hilo, a committee consisting of 
Drs. Phillips, H. Sexton and Mizuire was appointed to work 
out a plan with the Board of Health whereby indigents 
could be treated by any physician of their choice, such phy- 
sicians to be remunerated by the Department of Welfare for 
services, 


Personnel 


Dr. Simon of Pepeekeo and Dr. Ross of Waimea were 
transferred to this Society from ‘Ionolulu. Dr. Thomas 
Keay was made an honorary memb : of the Society. 


One member of the Society is definitely going into the 
armed forces and six others have already applied for com- 
missions. 


Miscellaneous 


The Society approved the Industrial Accident Fee Sched- 
ule of the Honolulu County Medical Society and the Ha- 
waii Workmen's Compensation Association. A local survey 
was made at the same time to determine the average charges 
for many of the common daily medical services. 


The EMIC program is now operative including all physi- 
cians, the Hilo Hospital and all other approved hospitals. 


A supply of the AB factor (Lilly) was made available at 
the Hilo Memorial Hospital. 


The dispensing of penicillin was well regulated by the 
Penicillin Committee—Drs. Orenstein, S. R. Brown and Loo. 


An attempt was made in conjunction with the Junior 
Chamber of Commerce to establish a blood bank at the Hilo 
Memorial Hospital under an insurance plan. Only 200 per- 
sons could be interested in the project and 500 would be 
necessary to make it effective. The undertaking was there- 
fore dropped and it was decided to have a blood donor list 
to draw from when needed. A small blood and plasma 
bank is considered essential for this island. 


The Library Committee has continued its excellent work 
toward the development of a good library for the Medical - 
Society. Plans are under way to move the library from the 
basement to the first floor of the Hilo Hospital; new and 
old journals are being bound as the files are completed; and 
the services of a trained librarian will now be available 
part-time. An appropriation of $300 has been made for the 
current year to continue this work. 


SUMMARY OF ACTIVITIES OF THE 
HONOLULU COUNTY MEDICAL SOCIETY 


EXHIBIT B 
M. GorbDon, M.D., Secretary 


Industrial Accident Fee Schedule 


Many joint meetings of the Workmen's Compensation 
Committee and the representatives of the Industrial Accident 
Insurance Underwriters Association were held, and a fee 
schedule equitable to both committees was presented to the 
Honolulu County Medical Society and approved at a gen- 
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eral meeting on December 15, 1944. This schedule has since 
been adopted by the Hawaii, Maui, and Kauai County 
Medical Societies. It is now in the final process of being 
printed. 


Post Graduate 


The course given this year consisted of a series of sympo- 
siums and round table discussions on many diversified sub- 
jects, presented by the members of the armed forces sta- 
tioned in the Pacific Ocean Areas. This program was made 
possible by Lt. Col. E. J. Ottenheimer of the Army Medical 
Department and Capt. M. J. Capron of the Naval Medical 
Corps. 


Committee on Forms of Medical Practice 


The chief activity of the committee this year was to set 
up a physical examination panel. This consisted of doctors 
who were willing to make physical examinations for large 
groups for not less than $5.00 for the initial examination, 
not including a serologic test or chest x-ray. 


Scientific Meetings - 


Regular monthly meetings were held the first Friday of 
every month with scientific programs, except the May and 
December meetings which were devoted to the discussion of 
the Industrial Accident Fee Schedule. The January meet- 
ing was omitted because of the post graduate course. The 
Society was invited to scientific programs at the U. S. Naval 
Hospital, Aiea Heights, and the Tripler General Hospital. 
Attendance at most of these meetings was very small. 


Library 


The greatly improved service to users of the Library by 
the acquisition of Mrs. Hill as full time librarian merits 
special attention. The attendance record shows that through- 
out the year 6,660 individuals (doctors, nurses, service per- 
sonnel, and laymen) attended the Library, with reference 
service provided for 782. The attendance record shows a 
marked increase above last year, from 240 individuals using 
the Library in January, 1944 to 775 in January, 1945. A 
large number of acquisitions of books brought the Library 
total up to 1,975. Journal subscriptions have increased to 
140. In addition 824 volumes of journals were added to 
complete back files. Through the part-time services of a 
bookbinder, a total of 259 books were bound and repaired. 
The bookbinder continued to be available to individual phy- 
sicians on a part-time basis. 


E Medical Milk Commission 
The commission ceased functioning during the year, due 
to the discontinuation of certified milk in November, 1944. 
All funds and equipment were returned to the three dairies 
concerned and a legal release obtained through the courtesy 
and help of Mr. Nils Tavares. 


0.C.D. 


The activities of the emergency medical services in 1941 
were greatly reduced, due to the improvement in the mili- 
tary situation as well as the cut in the budget. 


Library Endowment Fund 


The fund now totals $26,680.90, an increase of $16,389.73 
over last year’s total. This sum has been turned over to the 
Bishop Trust Company for investment. The Medical Li- 
brary, which it is hoped will be supported by the interest 
from the Endowment Fund as soon as the fund reaches a 
large enough sum, was incorporated as the Honolulu County 
Medical Library on January 31, 1945. The budget for the 
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Library this year, however, will require appropriations from 
both the Territorial Association and the County Society. 


Membership 


At the end of the fiscal year, the Medical Society had a 
total of 299 members of all classes. Of these, 15 were hon- 
orary, 45 service, and 27 members in military service not 
subject to dues. 


SUMMARY OF ACTIVITIES OF THE 
KAUAI COUNTY MEDICAL SOCIETY 


EXHIBIT C 
D. Liu, M.D., Secretary 


Scientific 


The Kauai County Medical Society conducted its regular 
monthly meetings on the second VY. :dnesday of each month 
at the Wilcox Memorial Hospital. in general the meetings 
were well attended. Regular meetiigs of the Society were 
often devoted to business matters to the exclusion of scien- 
tific sessions. To remedy this situation, scientific sessions 
were held conjointly with the regular monthly staff meet- 
ings of the Waimea Hospital. Scientific papers included: 

Subdural Hematomas and Spontaneous Subarachnoid Hemorrhages 
by Dr. Marvin Brennecke. 

Eye Manifestation in Acute Head Injuries by Dr. Tadao Hata. 

Middle Meningeal Hemorrhages and Depressed Skull Fracture— 
Their Management by Dr. Sam Wallis. 


Symposium on Caudal Anesthesia by Dr. 
Homer Harris. 


Sam Wallis and Dr. 
Massive Intra-abdominal Hemorrhage from a Ruptured Graafian 
Follicle by Dr. Yen Pui Chang. 
_Different Types of Pulmonary Tuberculosis by Dr. Donald Chis- 
holm. 
Treatment of Tuberculosis by Pneumoperitoneum by Dr. 
Chisholm. 
Choroiditis by Dr. Webster Boyden. 


Primary Bronchogenic Carcinoma by Dr. Marvin Brennecke. 


Donald 


Treatment of Lung Abscess by Dr. Isami Umaki. 
Atelectasis in Pulmonary Tuberculosis by Dr. Donald Chisholm. 


Symposium on War Psychosis by Col. Robert Faus and Staff with 
motion picture ‘Psychiatry in Practice.” 


i) 


Interpretation of Audiograms and Prescribing of Hearing Aids by 
Dr. Tadao Hata. 


ew ac of Herniated Lumbar Intervertebral Disc by Dr. 
R. B. Clowar 
Symposium on Unusual Cases: 
Massive Pulmonary Hemorrhage by Dr. David Liu. 
Neurocytoma of the Adrenal Glands by Dr. Homer Harris. 
Diaphragmatic Hernia of Abdominal Organs in the Thoracic 
Cavity by Dr. Sam Wallis. 


Malignant Cystadenoma of the Ovaries in a Seventeen-Year-Old 
emale by Dr. Isami Umaki. 


Legislation 


Of particular interest and significance was the visit of Dr. 
Fennel, president of the Territorial Medical Association. 
While Dr. Fennel was on Kauai, he and the recently elected 
local legislators met with the Society at an informal dinner 
and very satisfactory understandings were established be- 
tween the legislators and the physicians. 


. 


Personnel 
The Society lost one member in October 1944 by the 
death of Dr. David Betsui. Dr. A. H. Waterhouse, a long 
term and honored member of the Society, retired from active 
practice in October 1944 and was made a life-time honorary 
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member of the Society. Dr. Merton Mack, a member of the 
Society, transferred his membership to the Honolulu County 
Medical Society when he transferred his practice to that 
County. The following members are in the armed forces: 
Dr. Joseph Walther, Dr. B. O. Wade, Dr. W. S. Kawaoka, 
Dr. H. C. Chang and Dr. A. M. Ecklund. At present there 
are 12 active members in the Society. 


Public Health 


Tuberculosis Survey: Under the supervision of Dr. Don- 
ald Chisholm, Kauai received the full benefit of the portable 
x-ray unit. The following report is partial and unofficial: 
Of 13,207 plates taken, 205 showed positive results of re- 
x-ray of 4x5 films. Fourteen patients were hospitalized and 
175 were added to the chest clinics as a direct result of 
the survey. In addition some 117 patients have been referred 
to private practitioners for pathology other than tubercu- 
losis. The results of 12,829 serological tests taken concom- 
mitantly with the survey are not yet complete. 


Committee on Proposed Accommodation for Mentally 
Disturbed Patients: Attention of the Society has been called 
to the Territorial law stating that the Board of Supervisors 
is responsible for provision of facilities for the care of 
mental patients. Absence of any temporary accommodation 
for mental cases has presented a serious and trying problem 
to the local physicians and to the families of patients need- 
ing restraint, sedation, and the special medical and nursing 
care required by such cases. 


Medical Service Plans: The efforts of the committee to 
establish the H.M.S.A. plan on Kauai have been blocked 
by the rule on some plantations forbidding payroll deduc- 
tions. The H.M.S.A. plan for Kauai reached partial ful- 
fillment when 6 lay members and 3 medical members served 
notice of their willingness to be on the Board of Directors. 


Penicillin Committee 


Satisfactory distribution of penicillin was accomplished by 
the committee, studying each case on its merits. 


Library Committee 


The Society now possesses a medical library at the Wilcox 
Memorial Hospital, with subscriptions to 16 periodicals 
through assessment of its members. 







SUMMARY OF ACTIVITIES OF THE 
MAUI COUNTY MEDICAL SOCIETY 


EXHIBIT D 
G. von AscH, M.D., Secretary 


Scientific 


The following is a list of scientific programs which were 
held: 

Skin Diseases of Interest to the General Practitioner by Dr. Harry 
Arnold, Jr. 


Recent Advances in the Field of Urology in War by Major Carl 
Bunts. 


Pregnant Women in Industry by Dr. Pauline Stitt. 
Thyroid Disease by Dr. Emidio Gaspari. 


Technic of Caudal Anesthesia in Obstetrics by Dr. Howard Liljes- 
trand. 


Pasteurization by Dr. Charles Wilbar, Jr. 
Leprosy by Dr. Norman Sloan. 
Obstetrical Difficulties by Dr. Nelson. 
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Symposium on War Injuries by Dr. Baty and Marine Division 
doctors. 


Laboratory Methods and Problems of Territorial Medical Associa- 
tion by Dr. Eric Fennel. 


Head Injuries by Dr. Ralph Cloward. 


Miscellaneous 


The Medical Library has been considerably developed and 
enlarged. Several new books and journal subscriptions were 
purchased and a considerable number of books and journals 
were obtained from the Honolulu County Medical Society 
Library. 


Efforts to extend the H.M.S.A. to Maui have not yet been 
successful. 


The Industrial Fee Schedule adopted by the Honolulu 
County Society was endorsed by this Society. 


REPORT OF THE COUNCIL 


EXHIBIT E 
L. A. R. Gaspar, M.D., Secretary 


The Council has had no formal meetings during the year 
on account of the difficulty of getting the members together 
and because no imperative business demanded their atten- 
tion. 


An informal Council meeting was held on March 30, 
1945, at which a quorum was not present. The date of the 
annual meeting and general plans for the program were dis- 
cussed. Proxies were secured from other Councillors and 
it was agreed to hold the annual meeting the first weekend 
in May with scientific and business sessions. 


REPORT OF THE SECRETARY 


EXHIBIT F 
L. A. R. GASPAR,M.D., Secretary 
The total regular membership of the Association 1s 284, 


an increase of 12 over the previous year. By counties this 
membership is made up as follows: 





REGULAR MEMBERS IN SERVICE HONORARY 








MEMBERS SERVICE MEMBERS MEMBERS 
IN crcsnnccmnctsieincincctssoes 39 — # }§ <a 
EID «ction 211 29 44 15 
RIN <cinkconininecdveciaiantaanentens 12 Ss ai 
TUEE sisesciticsnicaciihnincsccistion 22 lei 1 


Total all classes............ 





The total number of physicians practicing medicine in the 
Territory as of April 1, 1945 is 309, exclusive of doctors in 
the armed forces. Of those eligible, 284 belong to the As- 
sociation, making 92 per cent, as compared to 94.6 per cent 
last year. 


REPORT OF THE TREASURER 


EXHIBIT G 
L. G. Puituips, M.D. 


The satisfactory condition of the treasury is fully ex- 
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plained by the report of the auditors, Hiu, Dean & Paris. 
The books of the Association were audited as of February 
28, 1945, the close of the fiscal year. 


A proposed budget has been prepared for the coming 
year. 


REPORT OF THE JOURNAL COMMITTEE 


EXHIBIT H 
H. L. ARNOLD, JR., M.D., Editor 


Six bi-monthly issues of the Hawai MEDICAL JOURNAL 
have been published since the last annual meeting of the 
Association. These have contained a total of 362 pages, 
exclusive of the front cover. Of these, 16144 pages have 
been devoted to advertising and 2001 to text. The number 
of pages of advertising in each issue has increased during 
the year from 2414 in the May-June issue, 1944, to 3014 
in the March-April issue, 1945. This is of course a healthy 
sign. 


The average 1944-45 issue of the JoURNAL has contained 
60 pages, 33 of text and 27 of advertising material. It has 
contained 3 original articles, 4 special articles, and 41/2 edi- 
torials, supplied (exclusive of unsigned editorials) by a 
total of 10 different contributors. Of these contributors, 
on the average, 5 were Honolulu or Oahu physicians, 1 an 
outside island physician, 2 Service doctors, and 144 were 
non-medical contributors. 


The format of the JouRNAL has not been greatly changed 
during this period. With the first issue of 1945, the adver- 
tisements were grouped solidly at the front and back instead 
of, as previously, scattered through between the feature arti 
cles. The change has so far elicited only one small murmur 
of complaint from our advertisers, and several favorable 
comments from our readers. 


With the second issue of this fiscal year, Mrs. Edith C. 
Bennett replaced Mrs. Elizabeth Bolles as Managing Editor, 
and the financial report will show how well Mrs. Bennett 
has succeeded in her new position. At the same time, Dr. 
E. A. Fennel succeeded Dr. Douglas Bell as ex-officio mem- 
ber of the Advisory Editorial Board. 


Our printer, Mr. Watkins, has suggested that beginning 
with the July-August issue we might do well to transfer the 
work to a larger and more elaborately organized establish- 
ment, such as the Star-Bulletin plant. Negotiations have 
been begun, but no decision has been reached as yet. It may 
prove unnecessary to make the change. 


A resume of the financial status of the JOURNAL follows: 

















PER YEAR PER ISSUE 

Expense $4140.32 $690.05 
Income—Advertising .............-.- $2738.44 $456.40 

Subscriptions ...........-.- 865.30 3603.74 144.22 600.62 

Deficit $536.58 $ 89.43 








Your JOURNAL Committee recommends the continued 
publication of the HAwat MEDICAL JOURNAL during the 
coming fiscal year, on the same basis as heretofore. 


REPORT OF THE CANCER COMMITTEE 


EXHIBIT J 
L. Buzaip, M.D., Chairman 


The Cancer Cornmittee held no meetings and conducted no 
official business during the year. 


FIFTY-FIFTH ANNUAL MEETING 


REPORT OF THE COMMITTEE 
ON PUBLIC POLICY AND LEGISLATION 


EXHIBIT I 
R. O. BRown, M.D., Chairman 


Your Legislative Committee this year did very little active 
lobbying, but through members of the Health Committees 
of both the House and Senate were able to accomplish some 
of our aims. 


H.B. 403, requiring three years residence in the Territory 
before one is eligible to take the medical state board exam- 
ination, was opposed. This bill was pigeon-holed. 


H.B. 159, appropriating $350,000 for the construction of 
a new City and county hospital for Honolulu was opposed. 
This bill has been handed to the Holdover Committee for 
further study. 


S.B. 296 to amend Chapter 46 of th: Revised Laws of Ha- 
waii 1945, relating to medicinal use «. Hawaiian herbs and 
plants, was opposed but not too strenuously. At the present 
time it has passed third reading in the Senate. As it now 
reads, the herbalists are permitted to add chemical pre- 
servatives, commercial flavoring extracts, coconut oil, hon- 
ey, salicylic acid, petrolatum, sulphur and alaea, and are re- 
restricted to the use of herbs indigenous to Hawaii. 


Bills pertaining to tuberculosis, mental hygiene and the 
Board of Health were turned over to those particularly con- 
cerned, for their attention. 


We feel that we were given good cooperation by the leg- 
islators interested in the health of the community. 


REPORT OF COMMITTEE ON 
PSYCHIATRY AND NEUROLOGY 


EXHIBIT K 
R. D. Kepner, M.D., Chairman 


The activities of this Committee were at a minimum dur- 
ing the year. Dr. Fennel’s appointment to the Committee 
of representatives of the other county medical societies was 
definitely a forward step. Many favorable comments were 
received on this score. It has been the attempt of your 
Chairman to keep the other islands informed as to our activi- 
ties. While only one regular meeting of the Committee was 
attempted (and one member beside the Chairman appeared 
at that meeting), there was considerable correspondence as 
well as numerous informal discussions. 


In September, 1944, a letter was addressed to all members 
outlining the work of recent years and asking their sugges- 
tions for other activities. No answers were received, nor 
were any suggestions offered. 


A letter was therefore addressed to all members of the 
Committee enclosing copies of the Briggs Law of Massachu- 
setts, the Sexual Psychopath Laws of Illinois and other 
states, the Uniform Expert Testimony Act, and the Youth 
Correction Authority Act. Enclosed also was a copy of the 
proposed registration act for mental defectives in Hawaii, 
which is being widely circulated by Dr. Mildred Staley. Let- 
ters were received from Dr. David Liu, Kauai County Med- 
ical Society, and from Dr. R. T. Eklund of the Hawaii 
County Medical Society endorsing further study of the pro- 
posed laws in conjunction with members of the Bar Asso- 
ciation and others as had been approved by Dr. Fennel. 
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However, all attempts to contact the president of the local 
Bar Association, or any authorized representative, were futile 
as the president was on the mainland. 


The members of this committee believed it wise to scru- 
tinize further the legislation mentioned above and work care- 
fully with other interested groups before presenting such 
legislation to the legislature two years hence. I am informed 
that the Youth Correction Authority Act is being viewed 
with considerable favor by Mr. Thomas Vance, director, De- 
partment of Institutions, and that it has a high priority 
among legislation to be studied for the next session. 


Your chairman appeared before the meeting of the Board 
of Governors of the Honolulu County Medical Society in 
December, 1944 and presented the above measures, which 
were endorsed by them as proper subjects for further study. 


A number of bills pertaining to mental hygiene were sub- 
mitted to the legislature. THese were studied by your chair- 
man and discussed with some of the other members of the 
committee and with other interested persons. No formal 
meeting of the committee was called to discuss these meas- 
ures in view of the known differences of opinion on them. 


It has been very difficult to obtain papers for the section 
‘Neuropsychiatric Comment’ in each issue of the HAWaAt 
MEDICAL JOURNAL in spite of repeated requests addressed 
to members of this committee and others. Nevertheless, 
each issue except one has gone to press with an article in it. 
It would seem a shame to let this section die out for lack of 
material. 


Progress has been made by Veterans’ Advisors, under 
the chairmanship of Mr. Alfred Castle. A bill is pending 
before the legislature to make this a governmental set-up 
for the next two years, by the end of which time it is hoped 
that it will no longer be required. Your chairman serves as 
a member of their Executive Committee. 


There was some discussion of organizing a neuropsychi- 
atric association in this area to include members of the 
armed forces. Your chairman has discussed this idea with 
a number of servicemen but finds that if service personnel 
are to participate in a Ccivilian-sponsored organization, all 
their utterances would have to be censored and the sponta- 
neity lost. It would work well if the servicemen were to 
take the civilians under their wings and invite them to their 
meetings. To date, however, they have not shown this dis- 
position, and the psychiatric meetings being shifting in time 
and place have not been widely attended by us. I can see no 
good reason, however, why such meetings of service and 
civilian physicians as are now being held by the x-ray men 
and pathologists cannot be duplicated by neurologists and 
psychiatrists. 


It is hoped that the members of this committee will be 
able to devote more time to its activities next year. 


REPORT OF MEDICAL ADVISORY COMMITTEE OF 
THE BUREAU OF MATERNAL AND CHILD HEALTH 


EXHIBIT L 
FreD LAM, M.D., Chairman 


Physical examination of children entering kindergarten 
and first grade of school in September. Although the physi- 
cians are under unusual stress of work at the present time 
the committee recommends that the current practice of ex- 
amination of entering school children being performed by 
physicians in their private offices be continued. It is de- 
sired that the examination be done early in the summer so 
that time is permitted for correction of defects uncovered. 
In certain districts the physicians may find it necessary to 
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arrange with the school principal some other method of 
having the entering children examined. 


The committee recommends that booster doses of com- 
bined diphtheria-tetanus toxoid be given as a routine part 
of the examination to all entering children who have pre- 
viously received immunization against diphtheria. Children 
who have not previously been immunized against diphtheria 
should receive the full series of combined diphtheria-tetanus 
toxoid. In addition, physicians may elect to give a second 
dose of the combined toxoid to children in order to com- 
plete the immunization against tetanus. The last feature is 
not recommended as a routine part of the school pre-admis- 
sion medical supervision. 


The Bureau of Maternal and Child Health should circu- 
larize the physicians to indicate the extent of the examina- 
tion and immunization desired. 


Immunization Records: The committee suggested that the 
Board of Health consider methods of checking more com- 
pletely on immunization performed during infancy. A possi- 
ble method suggested is the keep: g of a file on all such 
immunizations. 


Prematurity: It is recognized that prematurity as an im- 
portant cause of death of infants has not been materially 
reduced in the Territory over a number of years. The com- 
mittee recommends several steps to be taken as a part of 
the Bureau's program of care of premature infants. 


1. Hospitals in the City of Honolulu should be encouraged to in 
crease their facilities for admitting mothers and premature in 
fants born outside of the hospital. Such patients should be 
me for in the hospital separately from the other mothers and 
infants. 


N 


Prematurity shouid be made a reportable condition in order to 
assist the Board of Health in developing more effective super 
vision of the premature infant as soon after birth as possible. 


3. The Bureau of Maternal and Child Health should offer the 
services of a member of its nursing staff specially trained in 
the care of premature infants. This nurse should be made avail- 
able for work on premature infants in the nurseries of the hos 
pitals of the Territory. 


4. It is recommended that birth weight be added to the birth cer- 
tificate by the Board of Health. 


EMIC Program: The Bureau of Maternal and Child 
Health reported to the Committee that it is now possible to 
make additional payments over and beyond the $50 routine 
maternity fee when complications require an unusual amount 
of service by the physician. The committee wishes to refer 
to the Council for its consideration the principle of payment 
of additional fees for extra services. If this principle is ac- 
cepted by the Council, the Bureau of Maternal and Child 
Health would attempt to draw up a plan of payment for 
additional services. After review by the members of the 
Advisory Committee, this plan would be referred to the 
Council for approval. 


The committee disapproved of the payment of differential 
fees to specialists as distinguished from general practitioners. 


REPORT OF MEDICAL ADVISORY COMMITTEE 
OF THE BUREAU OF CRIPPLED CHILDREN 


EXHIBIT M 
R. L. Hitt, M.D., Chairman 


There is a great need in the Territory for more effective 
treatment and education of cerebral palsied children. The 
committee has discussed plans for formulation of immediate 
and ultimate programs aiming at the improvement of services 
to cerebral palsied children. It is recommended that the 
Bureau of Crippled Children devise educational material for 
physicians on prevention of brain damage in newborn in- 
fants and that it develop a program of home care on a lim- 
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ited basis supplementing specialized diagnosis in bureau 
clinics with physical therapy and occupational therapy in 
the home. It is hoped that before too many years there will 
be established in the Territory an institution with adequate 
personnel and resources and a well rounded program for the 
treatment and education of the cerebral palsied children. 
It is suggested that a study be made of the extent to which 
the Shriners’ Hospital would participate in institutional care 
of cerebral palsy. 


It is recommended that the Bureau attempt to build up a 
complete registry of all crippled children in the Territory 
by acquainting the physicians with the objectives of the reg- 
istry and having the physicians report all such cases to the 
Bureau. The physician in his report of registration would 
indicate whether assistance by the Bureau for treatment is 
desired or not. 


It is recognized that there is great need for a program for 
the hard of hearing in the Territory and it is recommended 
that the Bureau establish a registry of hard of hearing 
children so that this information may be readily available 
when a program for treatment and education of such chil- 
dren can be established. 


REPORT OF THE HEALTH EDUCATION 
COMMITTEE 


EXHIBIT N 
M. Gorpon, M.D., Chairman 


The Health Education Committee held no meetings and 
conducted no official business during the year. 


REPORT OF THE BOARD OF MANAGEMENT 
MABEL SMYTH BUILDING 


EXHIBIT O 
L. G. Puiuips, M.D. 


During the year 1944 there were 212 committee meetings 
held in the Mabel Smyth Building, 86 teas and cocktail par- 
ties, 77 luncheons and dinners, and the auditorium was used 
151 times. A total of 25,826 persons attended these various 
functions. 


A financial statement of the Mabel Smyth Memorial Fund 
has been submitted which showed an income during 1944 of 
$4,021.49 in excess of expenditures. 


REPORT OF THE PENICILLIN COMMITTEE 
EXHIBIT P 


A. S. Price, M.D., Chairman 
Final report of chairman Territorial Committee for Dis- 


tribution of Penicillin to Civilians, July, 1944-March 15, 
1945. 


























MILLION 

UNITS 

Prior deficit 9.8 
On hand Marchi 40.2 
NN TIN cecserscsciciecesisteeecnennieenn 120.0 
Prior allotment .................-. a Te I 675.0 
TI. TI sass cstccicccsss apenas snennsasinscancctes aoe 855.0 
Balance on hand March 15 70.2 
Total distribution 774.8 
AUDI: NPN as ccese si scscesesosscecsceacczscecntenenesocmremntteessinoes 90.6 
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Distribution to Territory 

































































M. UNITS 
Kauai 32.0 
Maui 96.0 
Hawaii 98.4 
ea ccn psec caseecscess neem ceovereeencrrmnieceemneinon 13.0 
NR seca ctcceccnces sae cenccaenseuneseoocneieenen ss 535.4 
Total pobaaeiaciene 774.8 
Distribution to Oahu 
M. UNITS 
Rc eoereceacon cs pes cence eee ce seems oes 57.8 
Kuakini ; . 44.6 
Be MINI sist ceereceececccoenneiasoencreowsenentneasatsiostarnasdaabniaunstevonse 60.6 
Queen's 320.1 
MN ccc cece cee cones sect vstecescaroscesteciperseawssonusvcwcscoescsoesomnie 52.3 
WOO cn spsaeciuhagedcacetmnesveeaeatuanees seein Se $35.4 
Cases Repo: 2d 
TOTAL 
NII Sacssnnceckaiceticceecesnscovcovencatessseauinsnansnienmnnnhinnsiemiiainaaindins 684 
SUID cues cuscibishicaicesmnssnehsbalesaaacssctesateciinsigubiabeeabbetiieltessteasamesshttudgeresie 190 
-Maui 98 
ID ciscseevcsnscienesesinesnanncianie ee 77 
NN ccc cemwsveesepreciarocinerestrtcererss 0 
a NE on ch ee cena 1049 
Unreported: 107 from Oahu. 
Summary of Results 
ee nae oereeareremeacsenierreenisenaeeees 258 
NE I acess reir 269 
NT SERS Reena anc eee rr ore Dn en oO 226 
Pair... 120 
*No benefit 176 
IY NN cic oes 1049 





* No benefit (176 cases) : 
In this group there were 64 deaths, of which 28 received treatment 
for less than 24 hours. 


The preceding figures and cases do not include 243 am- 
poules of penicillin released to The Queen’s Hospital by 
the Board of Health to treat 205 cases of gonorrhea as 
follows: 

















TOTAL 

MALES FEMALES CASES 
ean eee ne eee 122 60 182 
2 12 2 14 
3 3 2 5 
4 4 0 4 
205 





The most common treatment of gonorrhea was 10,000 
units intramuscularly every 3 hours. As a whole, results 
were excellent in approximately 90 per cent of the cases, 
but no proved case of gonorrhea has as yet been reported 
as absolutely penicillin resistant. As may be seen by the 
table, approximately 10 per cent required supplementary 
treatment beyond the 100,000 units of ten injections. 


Regarding the treatment of syphilis 32 cases applied for 
penicillin and the requests were granted. The series is 
small; most were old cases treated and found resistant by. 
other methods; inadequate time has elapsed since institu- 
tion of treatment to report any kind of results. Certain 
criticisms, suggestions and trends only may be offered 


1. Standardization of quantitative titre methods needs to be done 
before there can any satisfactory correlation of cases. At 
least three laboratories ran three different sets of different 
quantitative tests which included Kolmer Wassermann, Kahn 
and Eagle tests. 
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Few cases were followed at regular stated intervals with quan- 
titative tests, perhaps due to uncooperativeness on the part of 
the patients. 


3. Preliminary results show considerable variation in the titre of 
the reagin, some reaching over 1200, but on the average about 
240 Kahn units. 


4. There was no marked reduction in the Kahn units for about two 
months after completion of treatment. 


5. After two months there was a more rapid fall in the titre, but 
to date no full negatives can be reported—perhaps in part due 
to the short term over which the series has run. 


6. Average doses have been about 2,400,000 units beginning with 
10,000 units for the first 8 doses and then 40,000 units every 3 
hours thereafter until treatment was completed. One case re- 
ceived 4 million units. 


. No serious Herxheimer reactions have been reported. 


8. There is no indication, at the moment, that penicillin treatment 
has definitely had a favorable reaction on any of the late cases 

. of central nervous system lues, and there is a suggestion that 
methods used up to this date might ultimately prove inadequatc 
and possibly unsatisfactory. 


9. It is believed that the most benefit will probably be derived in 
the treatment of early cases; that many cases will need a com- 
bined treatment with arsenicals and heavy metals; and that the 
status of penicillin in the treatment of syphilis is at the moment 
undetermined. It seems obvious that huge doses do not consti- 
tute the solution. Whether repeated courses of treatment with 
ey at monthly intervals will be endorsed is problematical, 

ut it is a possibility. 


Undoubtedly the Board of Health will have additional infor- 
mation on this subject in the near future, and the possibility of 
securing penicillin through the Board of Health for indigent 
cases may be in the offing. 


Reactions: 


One case of gout was definitely aggravated by penicillin. 


One case of asthma was definitely aggravated. The drug 
had to be discontinued and on re-establishment of treatment 
an acute crisis developed which was rather resistant for three 
days to palliative measures. 


Two cases of urticaria were reported. 


No fatal reactions were reported. 


In the meantime, thanks for your kokua, and for your 
patience in your trials and tribulations with the manage- 
ment of distribution of penicillin under the Territorial Com- 
mittee. It is a pleasure to us as well as to you to know that 
distribution is not any longer regulated and the need no 
longer exists. The filing of this report closes the activities 
of the Territorial Committee for distribution of penicillin 
to civilians. 


ROUND TABLE MEETING 
Saturday Morning, May 5, 1945, 8:00 A M., 
Mabel Smyth Building 


Dr. Eric A. FENNEL, Chairman 


Territorial Insurance Against the Cost 
of Hospital Care* 


Mr. HONEYWELL. Some considerable concern has been 
felt over the constantly mounting cost of hospitalization. A 
few years ago the cost was $5 per day. Last year the aver- 
age of county hospitals was $9.96, of private hospitals $8.49. 
Hospital administration is not particularly concerned with the 
indigent. They are cared for by other funds. We are not 
particularly concerned with the wealthy. But we are tre- 
mendously concerned with the 80 per cent cross section of 
the community. The efficiency result of ‘county operated 
hospitals is not always satisfactory in the ultimate cost. The 
people pay for the fire and police departments. We all feel 


* See also Civilian Hospital Needs, this issue. 
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we are lucky if we don’t have to call on their services. Yet 
we are perfectly willing to pay to maintain them. You would 
be a little mad if, after having a fire and losing your home, 
you had to pay the fire department for all its costs since the 
last fire. Patients go to the hospital because they are sent. 
They have no choice. 


Standby costs of the hospital—not the capital to acquire 
them in the first place, but the cost of maintaining and oper- 
ation—are our concern. The patient would pay for food, 
laundry, drugs, medication and other costs which would not 
be involved if he had not gone to the hospital. This is a 
territorial plan, not a city or county plan. The Board of 
Health should determine how many beds are required for the 
Territory and what are the standby costs at each hospital for 
maintaining the facilities. The individual hospital may be- 
come a contractor to the Territory for providing those facili- 
ties. Theoretically the hospital could ‘hen operate without a 
patient, but that never happens. If 1e plan were in effect 
and the hospital qualified, it could »e of any faith or de- 
scription. The plan does not apply to custodial institutions 
for the care of tuberculosis, prolonged mental disease and 
leprosy. We have arrived at a very rough figure of 75 per 
cent of the cost as a standby fee and 25 per cent for occu- 
pancy. You doctors are interested because the hospitals are 
your workshop. There are patients today who are at home 
for lack of money who would be better cared for in the hos- 
pital. If that is true today, how much more true it would 
be in harder times financially. 


We thought we could just push this right through the leg- 
islature. We found there were numerous difficulties in our 
plan and further study was needed. The exact bill was laid 
on the shelf. A two-year commission to study the program 
has been provided by Senate Resolution No. 10. It has 
passed both Houses and is awaiting the Governor's signa- 
ture. To this was added a study of the Andrews Bill, H. B. 
659. This calls for a complete system of health insurance 
covering doctors’ fees as well as hospital care. It is on a 
basis of payroll deduction—half paid by the employer, half 
by the employee. We believe it is worth considering. It 
will also be studied by the seven-man commission. Cost ot 
mortuary service was also added as a rider at the last minute. 
Fifty thousand dollars was appropriated for the entire study. 
In two years it is hoped the community will be sufficiently 
informed. 


Dr. PHiLuips. I think this proposal is something which 
merits more than casual study and understanding by the 
members of the medical profession. It is something quite 
new. Still it bears some relationship to the bogey of state 
medicine. You will find that most people are interested in 
spreading the costs of medical care. The method, however, 
is in question. There was a time when a hospital consisted 
of a bed and three meals a day. Today the cost of hospitali- 
zation has increased so greatly because of the multiplication 
of diagnostic methods, laboratory fees, etc. Even before the 
war the cost of hospitalization had increased beyond the 
powers of many people to pay. It is only reasonable that 
same machinery should be set up to take care of this prob- 
lem. 


But what are the abuses and problems which arise? The 
doctors and the public should consider these. First—protec- 
tion against abuses of the plan. When the time comes that 
it is cheaper to stay in the hospital than to stay at home, 
there must be certain limitations and certain restraints to 
prevent such abuses of the public generosity. What those 
restraints shall be is very impoortant to the medical men. 
That brings in a third person between the patient and the 
doctor. 


Second—if the public funds are raised and diverted for 
this purpose, it seems reasonable to believe that the chiro- 
practors, herb doctors, etc., will have an equal right with 
the medical men in demanding that their patients be ad- 
mitted to the hospitals. In order for our hospitals to be ac- 
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credited to receive internes and residents, they must receive 
the approval of the A.M.A., A.CS., etc. 


There are many complications in what we all consider 
a very laudable purpose. Therefore it behooves every med- 
ical man to keep informed. 


Dr. WITHINGTON. There is a tremendous recognition all 
over the country of the need for hospital assistance. There 
is NO question in my mind that eventually there will be more 
help from the government in medical care. It is wise to put 
this new plan off for two years. At that time people may be 
in a different financial position. There must be some sort 
of change. I think the legislature is wise to study it. 


Dr. WiLBarR. This is an excellent resolution because there 
will be a thorough study of this important question. I have 
not even settled in my own mind about the part of the 
Board of Health in such a matter. I wish to recommend 
‘American Medical Practice in the Prospectus of a Century.” 
This is a new book from the Commonwealth Fund which 
gives an excellent analysis of the problems of physicians, 
patients and care. I recommend it for your study. 


Dr. SHANAHAN. Is there any similar plan in operation ? 


Mr. HONEYWELL. Not to our knowledge. 


Dr. SHANAHAN. What ideas concerning the raising of the 
money have been considered ? 


Mr. HONEYWELL. There have been a number of ideas. 
That has to be worked out. 


Mr. Carter. If the Andrews Bill had passed the Legis- 
lature, would it have embodied the features you are working 
for? 


Mr. HONEYWELL. Yes, in part. 


Dr. SHANAHAN. The demand for hospital care is elastic. 
If a plan of this kind goes through, the need for hospital 
beds in the community will suddenly increase. There will 
be the problem of providing an adequate number of beds 
or of deciding who is eligible for hospitalization and how 
long. The commission would have difficulty figuring out 
how many additional beds would be needed. 


Dr. FENNEL. Might that not be controlled by having a 
smaller percentage contributed—such.as 25 per cent instead 
of 75 per cent? Then perhaps increasing the percentage 
gradually. The average American citizen never learned how 
to budget. Uncle Sam stepped in and deducted taxes from 
income. He is going to deduct for health. We had better 
see that he does it in the right way. 


Mr. HONEYWELL. It costs the people of this community 
in excess of five million dollars a year for hospitalization. 
That cost wiil continue, but under this plan it would be 
evenly divided. We believe in the continuation of private 
hospitals. 


Dr. FENNEL. You spoke of payroll deductions. There 
are many people in the Territory who are making money 
but are not on a payroll. What about them? 


Mr. HONEYWELL. The present withholding tax applies to 
ull income earned within the Territory. We think of 1 per 
cent of income. There is no way of tying it to a fixed per 
cent. It could be 4% per cent some years from now. The 
question is how to wr a tax which is eminently fair. A 
property tax would not be fair, nor would a tax entirely on 
the wage earner. That was one of the major questions which 
required further study. 


The attorney general first said any doctor licensed to prac- 
tise could practice in any hospital in the country. It was 
pointed out that this could not be so. 
private hospitals becoming territorial hospitals. 


There is no thought of 
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Dr. BELL. How will this tie in with the territorial com- 
pensation law ? 


Mr. HONFYWELL. Either the rates would go down or the 
benefits would increase. One thought I would like to leave 
with the members of the Territorial Association. There is 
no thought of putting the doctor out of business. We are 
trying desperately to work with the doctor in this plan. We 
are trying to consult with the doctors. Sponsors of the plan 
include leaders of the C.1.0., A.F. of L., Bishop Sweency, 
the attorney general, etc. We certainly believe a two-year 
study of the problem is definitely indicated. The citizens 
will attack the problem in a way which might not be sutis 
factory. 


Dr. Price. I think you should be congratulated on getting 
the appropriation for the study. 


Present Territorial Status of 
Hawaii Medical Service Association 


Mr. Carter. Dr. Fishbein recently, in discussing the 
Wagner-Murray-Dingell Bill, said many forms of coverage 
are going to be developed for the cost of illness. The Bluc 
Cross plan is the strongest organization in this held. The 
most recent proposal is the Medical Plans Council of Amer 
ica. This movement will study the medical plans and try 
to tie them together like hospital plans. The Wagner-Mur 
ray-Dingell Bill is apparently dead now. Senator Wagner 
has written a new bill, the status of which I do not know 
The Andrews Bill is the same bill as the Governor Warren 
Bill in California. It has been the subject of considerable 
controversy in California and has not been released from 
committee. 


Our plan is more complete in coverage than most and a 
little higher in cost. An increasing number of employers 
are paying all or part of the cost for their employees. The 
unions are taking a wider interest. Three umions now have 
brought their membership into the plan. 


Our constitution and by-laws have been approved for the 
outer islands. Our plan has been approved by the Kauai 
Medical Society. One of our objectives for this year is to 
extend to each of the outer islands. The biggest problem 
has been getting payroll deductions. We are going to make 
an effort to start regardless of payroll deduction dithculty 


This month we have recommended to the Board of Direc 
tors increasing the benefts—increasing ofhce calls from 5 
to 6; increasing hospitalization from 21 to 30 days; and 
that penicillin up to $25 be provided in hospitalized cases 
only. We must also review the exclusions and raise the out 
side limitations. 


Dr. EKLUND. Several of the plantations have started an 
insurance system of their own on the outside islands. It ap 
plies only to the plantation hospital. It never struck me as 
entirely ethical. 


Mr. CarTeR. We have absorbed the Aica plan inte 
H.M.S.A. It has been expensive to cover that group because 
of the use of the hospital for minor illnesses 

Dr. WALLIs. How has that plan worked / 

Mk. CARTER. We have not lost cash moncy, but it has 
been an expensive plan to carry that group. We have not 
put by much for reserve. 


. 

Dr. LARSEN. It was not satisfactory from the standpoint 
of the plantation doctor. The plantation manager, in agree 
ment with the plantation doctor, agrecd to cover anything 
not covered by the plan. Fifty cents a month extra was 
charged. The doctor got the 50 cents. For the first veur it 
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looks bad on paper. The cost of the items not included was 
greater than those which the H.M.S.A. cared for. This must 
be solved by covering more items or by adjustment. If legis- 
lation would cover all those who are willing to pay for the 
plan, the study will give us a compromise to show how in- 
dustry can be covered by the H.M.S.A., before the unions 
step in and cover us. Out of this we hope to learn the me- 
chanics of how to cover the plantations. As yet it is not sat- 
isfactory from the standpoint of the plantation and the plan- 
tation doctor. 


We have to realize no private organization is allowed to 
deduct for any organization outside of the plantation. If it 
is not taken out of the payroll I feel it would not work at 
all. I would like to have the plan analyzed to see how we 
can make it solvent for industry. How can we make it a 
plan which will continue to give freedom of choice, which 
will make it feasible for people who are used to having 
every little thing done for them? 


Mr. CarTER. As we worked with family groups, we 
charged $1.10 for an individual and 90 cents for the wife. 
For the second, third and fourth child we charged 90, 75 
and 60 cents, with a maximum of $4. Now we have made it 
90 cents for each child with a maximum of $5. 


Dr. Larsen. Of course there is an abnormal distribution 
of population among the 540 families at Aiea because the 
number of women and children is so large now. There are 
so many families with 8 or 10 children. Most of the single 
men left the plantations when the war scare came. Families 
averaged $500 per month for medical care 


Dr. Cooper. Describe the Aiea plan more thoroughly, 
please. 


Mr. CarTER. It is a plan to care for skilled employees at 
Aiea on an experimental basis. The frequent use of the hos- 
pital for short term illnesses of 1 or 2 days is a great handi- 
cap. About 100 per cent of the income was expended due 
to these short term hospitalized illnesses. 


Dr. PATTERSON. At Olaa in the 6 years I have been there 
we have tried to study the various plans sent to us, from the 
standpoint of the patient, the plantation and the doctor. The 
biggest objection has been the exclusions. There should be 
no exclusions. Such a plan would be more favorably consid- 
cred by the management 


From the patient's standpoint, there has been no demand 
for a plan where we have been, probably because it has not 
been presented to them properly. We had 78 skilled work- 
men on the payroll before the war. That number is probably 
much more than doubled now. This is the largest plantation 
on Hawaii. That does not seem too fertile a field for you. 
If the employees want to come into the plan, the manage- 
ment and the doctors would be willing. 


Dr. LarsEN. What happened to Maui where there was 
such a concentrated attempt by the doctors themselves ? 


Mr. Carter. We were not allowed payroll deductions. 
We want to keep the overhead down to 10 or 15 per cent. 


Dr. LARSEN. It is not a question of the 78 skilled work- 
men on a plantation. It is a matter of avoiding the unions 
taking it over. There is a definite threat of government em- 
ployees taking this over. We must work out a satisfactory 
plan to prevent this. 


Dr. PATTERSON. We analyzed the medical costs for the 
skilled workers for two years. There were only 3 in 78 
who would spend as much for medical care in 2 years as you 
would have collected in dues. 


Mr. CarTER. The answer is that it is spread over a 5- or 
10-year period, 


Dr. EKLUND. It would be to the benefit of the plantation 
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itself to rule out all exclusions. Would it not be proper for 
the plantation to make a contribution ? 


Mr. CARTER. You must meet the doctor's bill on the fee 
schedule and you must meet the degree of hospital care you 
say you will give. It is a great thing to use the hospitals as 
much as they are used on the plantations, but it is highly ex- 
pensive when you are carrying the cost on a low cost plan. 


Dr. LARSEN. The thing is not entirely solvent. Could the 
government pay one-third and the plantation pay one-third / 
It is hard to sell it unless the plantation contributes as they 
did at Aiea. 


Dr. WiLBar. Has the H.M.S.A. considered taking on the 
cost of dental care? 


Mr. CarTER. No. 
costs, though. 


We have secured some surveys of 


MINUTES OF MEETING 
COUNCIL AND HOUSE OF DELEGATES 


Saturday, May 5, 1945, Luncheon, 
12:00 noon, Mabel Smyth Building. 


Present: 


President—Eric A. Fennel 
Treasurer—Lyle G. Phillips 

Vice President—R. T. Eklund (Hawaii) 
Vice President—F. J. Halford (Honolulu) 


Councillors: 


Paul Withington 

F. J. Pinkerton 

R. J. McArthur (Maui) 
S. R. Wallis (Kauai) 
L. L. Sexton (Hawaii) 
D. B. Bell 


Delegates: 


H. M. Patterson—Hawaii 
H. E. Crawford—Hawaii 
T. Hata—Kauai 

R. J. McArthur—Maui 

H. S. Dickson—Honolulu 
D. C. Marshall—Honolulu 
M. De Harne—Honolulu 
H. T. Rothwell—Honolulu 
F. D. Nance—Honolulu 


Minutes: A summary report of the meeting of the House 
of Delegates held the previous day was given by the Presi- 
dent. Reports of officers, societies and committees had been 
read in detail or by title at that time. 


H.M.S.A.: The recommendation of the Council that the 
H.M.S.A. be extended to the other islands was endorsed. 


Industrial Accident Fee Schedule: The fee schedule adopt- 
ed by the Honolulu County Medical Society was endorsed 
and commended. 


Territorial Insurance against the Cost of Hospital Care: 
The subject was well outlined this morning by Mr. Honey- 
well at the round table discussion. 


Action: The President was instructed to appoint 
a committee of not less than two. to work with the 
seven-man fact finding commission to be appointed 
by the Governor, and to keep the Territorial Medi- 
cal Association informed. 


Procurement and Assignment: Dr. Nance suggested that 
any publicity regarding the decrease in available medical 
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service should include the fact that doctors entering the serv- 
ice should still be considered as their regular doctors by 
their own patients, for they expect to return to their own 
practice. Dr. Dickson called attention to an item in the 
report of the Naval Commission sent from Washington by 
Congress to study housing in Honolulu. This commission 
was of the opinion that more doctors and nurses were needed 
in Honolulu, rather than fewer. Dr. Pinkerton suggested 
the House of Delegates and the Council write to the Public 
Health Committee of the Chamber of Commerce requesting 
favorable consideration to the allocating of such funds as 
ire necessary to educate the public about future medical care 
ivailable here when more doctors enter the service. 


Action: The Committee on Public Policy and 
Legislation was instructed to take immediate action 
to prepare the public for the loss of doctors to the 
armed forces. It was recommended that the Com- 
mittee seek the assistance of the Public Health 
Committee of the Chamber of Commerce. 


Residence Requirement to Practice Medicine: The three- 
year and one-year clausgs were discussed. Since there will 
ot be another session of the Legislature for two years, the 
matter was referred to the Committee on Public Polity and 
Legislation for study. 


Bag County Hospital: This matter was also referred to 
- Committee on Public Policy and Legislation for study. 


Changes in By-Laws: 


a. It was unanimously voted that the by-laws should 
be changed to provide for the annual election of a 
president-elect who should familiarize himself with 
the workings of the Association and be prepared to 
assume the presidency the following year. 


b. It was unanimously voted that the by-laws be 
changed to lengthen the term of office of the secre- 
tary and the treasurer from one year to three years. 


c. The President was directed to call a special meeting 
of the Association for this purpose. 


War Recognition Committee: The President was directed 
to appoint a standing committee whose prime consideration 
would be members of the Association who have served as 
civilian or military doctors in the war; that such committee 
take appropriate action in recommending deserving mem- 
bers for the Legion of Merit; and further that such commit- 

ce keep historical records of all members in service. 


Board of Health: The report of the Advisory Committee 
to the Bureau of Crippled Children was accepted and ap- 
proved. The report of the Advisory Committee to the Bu- 
reau of Maternal and Child Health was approved with the 
xception that the Territorial Association has already ex- 
pressed its attitude toward the EMIC program and does not 
care to go into the matter further. 


Treasurer's Report: The Treasurer read the report of the 
iuditors and presented the following budget: 


Budget — 1945-1946 


ish Balance March 1, 1945 


CAN TR isco pA: POS einns Sa ee IER $ 25.00 
Bank of Hawaii.. aoe 4,245.10 
Bishop National Bank livia account. 805.49 
Income 
Dues—284 active members at $15.00 (not 
" including. members in service and 
Honorary members) ...................-..---- . $4,260.00 


JOURNAL 


Advertising 3,000.00 





Subscriptions and sales...................-.-.. 900.00 


Annual Meeting ........... 200.00 


‘ cnsasianemeneiaie 


$8,360.00 
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Expenses 
Salaries . $2,400.00 
Rent 480.00 
ATTA, TIE onc eneseescnisccecstnevnscinene> 4,500.00 
Library appropriation .................... 500.00 
Travel (President's inter-island trips) 100.00 
Miscellaneous (postage, supplies, print- 
BD srenccainectcesesienieecenomensens 400.00 
8,380.00 
BE AS is ccmatieteccsiesnaov nan iasepikeoes $ 20.00 


This budget was accepted by unanimous vote. 
Dr. Dickson suggested buying a $1000 bond. 


Hawa MEDICAL JOURNAL: It was moved, seconded and 
passed that a vote of thanks to Dr. Harry L. Arnold, Jr., 
Editor, and Mrs. Edith C. Bennett, Managing Editor, be ex- 
pressed by letter. 


Elections 


Officers: Dr. Withington, Chairman of the Nominating 
Committee, reported as follows: Dr. Fennel, the President, 
had appointed the same Nominating Committee as last year 
(Drs. Withington, Brown and Strode). Dr. Fennel was 
strongly in favor of a President-elect who would have a 
chance to familiarize himself with his duties. The members 
from the other islands felt that Dr. Fennel had been a very 
satisfactory president from their point of view. The other 
islands had had a right to a president from their societies 
at least once during the war years, but had generously grant- 
ed that privilege to Honolulu for another year. A longer 
term of office for the secretary and treasurer had been deemed 


advisable. 


The officers unanimously elected for the year 1945-1946 
are as follows: 


President 
Eric A. Fennel 


Vice Presidents 
F. J. Halford, Honolulu* 
R. T. Eklund, Hawaii 
I. Umaki, Kauai . 
George von Asch, Maui 


Secretary 


L. A. R. Gaspar 


* Treasurer ‘ 


Lyle G. Phillips 


Councillors 


R. J. McAfthur, Maui, 1 year 

R. R. Wallis, Kauai, 1 year 

L.L. Sexton, Hawaii, 2 years 

D. B. Bell, Honolulu, 2 years 

F. J. Pinkerton, Honolulu, 3 years 
T. H. Richert, Honolulu, 3 years 


Next Meeting: It was again voted to leave the decision as 
to the time and place of the next meeting to the Council. 


Mabel Smyth Building: Dr. Halford moved that letters 
be sent to Dr. Phillips and Dr. Arnold, Jr., voicing the ap- 
preciation of the Hawaii Territorial Medical Association for 
the raany hours they have devoted to the management of the 
Mabel Smyth Building. 


Adjournment: The meeting adjourned at 1:40 to continue 
the scientific sessions. 


* The Honolulu County Medical Society postponed its annual elec 
tion temporarily. 











_ Index to Volume 4 


By TITLE, SUBJECT AND AUTHOR 


Abscess (see Brain) 


Cancer 








Accidents bronchogenic carcinoma .................0.0.00-0-00--- era er 287 
doctor looks at automobile accidents................--------- 133 gastro-intestinal tract, diagnosis 290 
Adams, H. D. gastro-intestinal tract, surgical treatment.................... 296 
diagnosis and treatment of bronchogenic carcinoma.. 287 Carter, R. W. 
Advertisers (see Index) present territorial status of H.M.S.A....0000000000o... 329 
Arnold, H. L. Chang, W. K. (see Tilden) 
book review: Marihuana Problem...................--.-------- 252 
h e 
progress report, September, EE ee jae 37 Chest Wounds .....--scceeeeeensseesssrcsseeeeenseeceemnnnseeeenneree - 237 
response to air raid warmings...........-...-.------.--------- - 91 Child guidance (See Neuropsychiatric Comment) 
Arnold, H. L., Jr. Chung-Hoon, E. K. 
Obituary, Waysom .............-..-cceceeceeseeeeeeeeeeeceeeseneeneeenens 202 Rn a Nn ee os 13 
Associations—A fhliations Civilian Hospital Needs (see Hospitals) 
American Urological Association............-...----------:-+++ 110 
6 ; Clasen, A. C. 
Hawaii Dermatological Society.................----- 110, 140, 259 di — bt : ; 
ae lg P lagnosis of cancer of the gastro-intestinal tract...... 290 
Hawaii Society of Clinical Pathologists........ 20, 140, 259 B 9 
H.T.M.A., transactions 55th annual meeting............ 319 Climate 
Territorial Association of Plantation Physicians....145, 246 OE OE II isin ctetitinccereinnipcsrnorcnns 9 
Atrophy, acute yellow (see Liver) Clinical Notes 
neurologic aspect of vascular injuries........................ 23 
obstetrical caudal anesthesia.................... Ee ae . 23 
Bateman, Helen ae : ; 
penicillin in case of multiple brain abscess.............. 24 
letter to editor re mursing....................2.2-20--+ sient 20 survey of bootblacking activities............ Eocene aes 141 
Blood bank Clinico-Pathologic Comment 
I INN RII os css cscrrsccerenertirmiien nei 322 evaluation of laboratories —.....-......-....-.-:-cicecccscesesese: 31 
BEE IN III oo cctetcc cotinine 49, 101 rapid laboratory diagnosis of diphtheria.................... 83 
ils Whansd types in Hawaii...........-....-.2<...--.-..-..5.- 84, 189 Rh: Blood types im Mawati...........-..-..<..c.c tes eene: 84 
Blood, diseases of Council 
erythroblastosis in a Chinese infant......................-.-- 189 minutes 
Blood vessels IIE secesaca sta hccct einem cneee anne Suge 
neurologic aspect of vascular injuries....... i areal ta as 23 County Societies (see Reports) 
Book review : 
Cutler, J. G. and Partain, J. M. 
current laboratory procedures.................:::eceeeeeeeeee: 20 ' age 
pean eS 187 
RCT POMIIOI osetia 252 
Bowles, H. E. 
sexual sterilization in Hawail..................2..22....02..0-2--+- 65 Delegates 
Brain NN cE a a ect 321, 330 
penicillin for multiple DORIA SOIR ccicnecerrnscrcinc 24 Dengue 
Bubonic plague tropical disease dangers in Hawaii.......... aceebeecedes 9 
tropical disease dangers in Hawaii..................-....- 12 Diphtheria : 
Burns combined diphtheria-tetanus toxoid -..................-.. . 140 
advances in sargery during the present war................ 236 wapid labotatuty diagnosis..................-.....-0..2..<--<00-80--- 83 
By-laws Dyes 
proposed change ; S22 SNE NG scarcer ecececes patentee a 141 


338 





atiedieattae griridions & 


meassinnbets 


son ee ee 








INDEX TO VOLUME 4 











Dysentery Fee schedule (see Economics, medical ) 
MIE: sire cree ne eee 11 
IY cancndcisiaedicsshotoutitmanouuead 1 RSS 
|| eae ce en 319 
UREUUGEL CUCRA OE REGU Ona cass csssscscnss inten ev eesesso mies 309 
Economics, medical 
se owe . Fetter, F., discussion hyperventilation syndrome.......... 183 
290 MTT, MANNIE hs 3 te S20 TRINA i oscar ee ee 235 
296 Haweit County sepert__.... 2... 199, 322 Bitariasis 
22 
nemesis SO a eee 145, 322 teat tak.  . ee 244 
- epanenlients iin sae -_ tropical disease dangers in Mawaii..............0............ ; 10 
329 Maui County 1epott. sa a.sscicc.ciccccsccssccssscrsese 51, 100, 324 
territorial insurance against the cost emeainad 
ND CORO occ cece 311, 321, 328 seis teenies Tee ERD wener> 24 
237 Edioriis PRI EN st see Seaipescsaten sassy 98 
approval for publication of articles by army tan: i ie anes 321 
medical department personnel.................----.-------+-- 310 registration for annual meeting..........................2--..---- 321 
. Wagner-Murray-Dingell Bill ......................-.-.-- 308, 329 Eich poisoning 
13 Bureau of Maternal and Child Health....*.................. 19 ; 
; 2 ; é owmbereak ti Tlomcbbes:.......... 2 .s0e..<.sn-sccscsscssecessescseeects 129 
combined diphtheria-tetanus toxoid..... 140 
don't apply sulfonamides to the skin......................-..- 310  Foodhandlers’ examinations 
Ce ek: a ee 193 Kauai County report ......-----------nnoeeeeceeeceeeeeeceeeeeeee 49 
290 = 
’ Hawaett Tlealth Messenger ......................---................ 18 
ee ee eee ee 79 G —S ; 
9 leprosy as seen at Carville...occcccccssssssssseescsssssseeseeeee 250 arrett, L. M., discussion cancer gastro-intestinal tract 294 
Seguneneseees “Gtr Tannen 80 — 
- PS 6 Gaspar, L. A. R., Jr. ‘ 
23 let's eliminate tuberculosis and syphilis:..................... 139 obituary, L. R. Gaspat.....ccccccccccccecccccscsssssssssssee 260 
23 letters to editor re MUTSING.....----.--------0---cesencneeecereservee 20 obituary, D. a Oe ea i 260 
24 letter to editor re Rh typing.....................................- 251 
; : Gaspar, L. R. 
141 letter to editor re Wagner Bill.................................... 308 fos 
Ps On RA DORIAN Oe EE Len oe 260 
letter to editor re Weil's disease.................----.---------- 250 
physical fitness to: drive @ Cat... <--5.s sees 139 Gotshalk, H.C. 
3 ; 
” postgraduate course concluded..................---+--s+s0--e0++- 193 acute yellow atrophy caused by sulfathiazole............ 185 
83 : : , ; : 5 : 
postwar jobs in medical occupations................-...-------- 310 transient pulmonary infiltrations (Loeffler’s 
84 ees 
premarital examinations....---.oseccccsescenesensnseséenss- 309 RPNOUINE Naren te osc eco en iose ci ee ohn 302 
president emeritus A. G. Hodgins, M.D....................- 307 Gray, H. K. 

330 : private physician and the health department.............. 249 surgical lessons of World War Uo.......c:0-cccsscss00------ 233 
2 j BE ; é ; 
_ j procurement and assignment..........----ss--+--eeeesseeeeeeeeees 17 surgical treatment of gastro-intestinal tract................ 296 

i progressive muscular dystrophy...............-..----------++-++- 252 
seply to Senator Wregeer: 308 
_ : MIND SURI IIUN oso possi chee Spectres aos 79 Hartwell, A. S. 
wanted dead or alive.......---------sssseeeeeeeeeeesseneeeeeeteee 309 use of Weltmann reaction in myocardial infarction 136 
Emergency Medical Services Heart 
Honolulu County repott........---------seseeeseseeeeeeeeeneeeneees 323 use of Weltmann reaction in myocardial infarction 136 
) rogress report, September, 1944............2.00000.00.-.2----- 37 : Y 
at — 4 : 7 ; HMSA (see Medical Service Plans) 
response to aif raid warnings...................----.----.--se0-+- 91 
9 EMIC (see Maternal and Child Health) Hobby, A.W. ; P 
clinical advances in medical problems.................-...... 243 
Erythroblastosis : a 
140 , . ‘af Hodgins, A. G. 
a3 | OOh A Oe SII aoe 189 president emeritus .........-.....ccccccccccscessccsssssssssssseeeeveeeee 3007 
Z 
: Eyes “ Holmes, W. J. 
141 doctor looks at automobile accidents.......................... 133 doctor looks at automobile accidents.......................... 133 
9 333 








Hawau MEDICAL JOURNAL 


Honeywell, C. F. 


territorial insurance against the cost of 


NON IU aio esc scscceosiesaetinsesentnenns iaeaseneeie 311, 328 
Hornick, E. J. 
SI IOS sicsseetssticctall en coamenas 314 
Hospitals 

additional beds meedied.........-...--~--:-<esccorccsorieseseesecses 44 
IES NINE oo iaecenen entireties 41, 97 
RINE siiiisncs cviiscnssucingprstecbisanieemenainineccemiesecbateuem 321 
comments on Admiral Johnson's survey.................--.-- 93 
Convalescent Gursimg HOME. nw, <-..<..<.5-.cscessnnccesecieosenne 321 
Hilo Memorial Hospital board....+.......02..0..2..2.:2.0-200-++ 254 
MIRROR cei siisccesxsancardeiiveinnininvebsttacesdaebes 44 
hospital council ssibsccvaspeissoeuvcccnisscegeaeaunceten estes 44 
Kapiolani Maternity Hospital......00.0000 ee Al 
NR NONI ice cca eaters nvcstansinssncccesnsiecccucusssinst 41 
SU SITING iiss sciscetiniccsccinsscccescuseniiaies 95 
number and type of beds in Honolulu.......................- 43 
NII ~ sactientncainnuscincmenienenatanemnnininetisialebace 45 
NI ith ocho hii coarse tnnae 44 
III oiisecsnistinsandrmecsoncsinemneneenie - @ 
MUIIINO Section romans 45 
SI HNN - MI since secensvesiiecinenspicanecoriekaenct 95 
ene eC oe me 43 
Rare AOTIE CRD ee ee EST ORR RON rs RED 44 
survey of Honolulu hospitals, part II..............2......... 39 
territorial insurance against the cc st of 

FOIE CODE isc ines eescictssestectsctansecinasits 311, 321, 328 
IIR iso ceete ve lpcctnndisndeusced tabuleeiasaceeiecse nied 95 
SPIE saciamomuitinnndepmmainne anenenonmnamiatty 45 


Hyperventilation syndrome ................-....csc--sccesesoeeeeeee | 179 


Index, advertisers .......0........... 52, 102, 166, 204, 276, 350 
ee ee eT 241 
RUNIPCII CEOS asst ssc cnsccsencncdacnacatnencdsretinductacs 187 
Insect control ; - , ee 
Irwin, P. S 

sterilization ceunpevhiascniemtetide a 
Johnson, L.W 

survey of Honolulu hospitals, part ID................... 39 
Kepner, R. D. 

rehabilitation from psychiatric point of view........ 33 
Kluegel, H. A. 

board of hospitals and settlement war activities 194 


Juty-AuGustT, 1945 






Laboratories 

diagnosis of diphtheria 83 

SUSUR SNOW II Ion aed cess eecee a | 
Larsen, N. P.; Young, C. T., and Masters, A. M. 

tropical disease dangers in Hawaii........................... 9 
Lee, R. K. C. 

private physician and the health department............ . 249 
Lee, R. K. C., and Pang, H. Q. 

outbreak of fish poisoning in Honolulu.................... 129 
Legislation 

Kauai County report... psnperdia sens han wats caesiniet oats 323 


committee on public policy and legislation................ 325 
Leprosy 

assistant physician for Kalaupapa wanted........... 309 

Board of Hospitals and Settlement war activities... .194 

leprosy as seeft at Carville... cccccececcc8écccesceese: 250 


inuromecnyy Paw Wrenn a Se a 


Leptospirosis (see Weil's disease) 


Library 
nt |, ce 105, 147, 203, 257, 318 
GURIONIEUNE CROWD Sco ice shined cee eaegastasetire . 323 
Corie ee Le nee IE LA 323 
Ci, ee ee MPR a EE CE © 254, 322 
NNT OI > Cott tit ot CO 106, 148, 258, 318 
OR RN ies aaa oe he 255, 324 


Liljestrand, P. H., and Warshauer, F. B. 


obstretrical caudal anesthesia..........0.0......eccecseeeeeeeeoee- 23 
Liver 
acute yellow atrophy caused by sulfathiazole.............. 185 


Loeffler's syndrome 
transient pulmonary infiltrations................2.0.00.2..000-0-- 302 


M tlaria 
Bi, ee eo ae NET See een 244 
tropical disease dangers in Hawaii....:..............2.200---- 11 
Marihuana problem 
I NN es see Se a 252 
Marks, Elizabeth 
fetles to eeelier 20 SNNIND |... cc, 20 
Masters, A. M. (see Larsem) 
Maternal and Child Health’ 
bureau of . te ae ha ai hands alg Bld 19, 326 
Hawan County Repost.......................... .-200, 322 
ee Te: SNIES 5... chicceeesinneeuesseaitnioatinsbreasetucees 49 
Medical Service Plans - 
SIRO. GUNORIOE ono nck ibtcsast x : 79 


334 











} 
: 





249 


[29 


309 
194 
250 


318 
323 
323 

22 


318 
324 


302 


322 
49 





extension to outside islafids..................-c-scec.s<s-as- 320 
Kauai County Report.........................- 49, 101, 145, 324 
meee cay Ge . 324 
present terrstotial status. ..................-.---<...--<e-s2e-2-0-<0 329 


Medicine and the War (see War) 
Meller, C. L. 


emotional factors in organic disease.....................--+-- 87 


Meltzer, H. L. 





medical lessons of World War II..................-------0-2+- 239 

WREWINETS SB SEPMNEE ioe me 110, 140, 324 
. 

Membership 

eens Sry SUE 8 sn ei ectenccc noes 322 

Honolulu County report...................... deat asademectadas 322 

Peat Ouney SONNE 85 ene 323 

SOIR MN annotate sce - 324 
Meningitis 

Fe an ek hl Se eo ene renee 243 

influenzal meningitis 187 
Milk 

Honolulu County report............ Pane ote ears ee Eee 323 

TE IG COTE sist ic cssseac sce ecnchcccccesesencasesteiges 51 
Mouritz, A. St. M. 

II So sees oat oie ein sarees 260 
Myocardial infarction (see Heart) 
Nesselrod, se. 

PTOCLOSCOPIC COLOL MOVIES... ccnnsscscnesnstecsesnssese- 15 
Neurology (see also Neuropsychiatric Comment) 

neurologic aspect of vascular injuries.....................---. 23 
Neuropsychiatric Comment 

child guidance clinic in our community................-....- 197 

emotional factors in organic disease..................---.-2--+- 87 

function of psychiatric social worker..................------- 143 

Hawaii Territorial Society for Mental Hygiene........ 89 

SOUUUEUE TOI asso oe ec arses erheosee 89 

rehabilitation from psychiatric point of view............ 33 

ONO GHUIIOIS cao cols eacs e sia etean cee easel 314 
Nitrobenzene 

NE GN esc ecrccteene canes pba laipaaeabcs eters tates AS 141 
PRE IE IG seo cdcc cu ie ..109, 201, 259 
Nursing 

betters 0: CtMOn: snes Nie fener = 2 
Obituaries 

| A a) SEE ey Ree ne ee Meee we Sees 260 


INDEX TO VOLUME 4 


a ON as ot ae 260 

RE ee 202 
Obstetrics 

obstetrical caudal anesthesia.....................-.....-c-seseceeee 23 
Officers 

COURIER Gen 321 

CP TI oo cis eho seers 331 

Pawar Goutity Clete on. -...0 esp ccecscnsccectecssescecess 255 

Moaual Coutity Clecteed nos. cccceccsceccscesnsscosseseseeese 253 

ee 3, DB, 125, U71,. 229;. 332 

Pheut County elected: oc. cco..cscccenaesneccennsses ; 235 
Onstott, R. H. 

comments on survey of Honolulu hospitals................ 93 
Ottenheimer, E., discussion surgical treatment of 

cancer gastro-intestinal tract .......00.002200000ceceeeeee eee 300 
Pang, H. Q. (see Lee) 
Partain, J. M. (see Cutler) 
Patterson, H. M. 

letter to editor re Weil's disease.......................-....-- <0 290 

Territorial Association of Plantation Physicians........ 246 
Penicillin 

prwwan Comlity Pept sn ns soesscsccceccen 322 

a: a eae 324 

UAE RNIN, EIEN sso ccs cucne stv ocsscennssoceeoasece 50, 51 

WURTETIS TRIN GSO nossa cco seen tec peccrrececnees 24 

report of penicillin committee.................20.2.........-0--+- 327 
Physical examinations 

pronoimin County SOPOT. .8 22 oes ence ssceestece eee 323 
Pinkerton, F. J. 

letter to editor re Rh typing......................--.s....000c---- 251 

procurement and assignment...................-..-.-0:--ccsccsceee- 17 

sesolution: re Dr. FHOGGINS.............0<<.-<escsecseseacesveseseeters 307 

Ry blood types in: Hawalt............<..0cccccceclsscsssscecosesesee 84 
Plantation medicine 

Territorial Association of Plantation Physicians...... 246 
Pneumonia 

GU Re RE i ee mei 243 
Post Grradwate Conese... acsn secs cs cecccnccocnstes 109, 193, 323 
PUG VELEOC GVCGICNNE csc sos cs cs ccccececececots ceencoecensesceee 239 
Procurement and Assignment (see War) 
Tyoctoseapic color miovies..q-.. <a o2nneessenccecicesese 15 
Prostitution 

Flonoluta: County feports..........<.......<0ccc.ccscoeedecceseoess : 99 
Psychiatry (see also Neuropsychiatric Comment) 

Pawass Comnty Nepott .- so cns essences . 199 


335 





Kauai County report. 


Neuropsychiatric aspects of sterilization.................... 


Psychiatric social worker arrives......................--.:-+++- 


Psychosomatic medicine 
hyperventilation syndrome ..................--:c2secs-eeseeeeeeeees 


NO UN OI sccnisncnsnccgnsincnsdcese vila penlacesc dae 241, 


Public health 
government physician in Hilo........0...002.002.0.2.22---- 254, 
health department enlarged......................--.-00.-secesseseee 
medical advisory committees......................:cseccseeecbeee: 
P| Se 
relationship between private physician and 
ORI SIN OIIO sos ccaccccchvnsncevsoseincbieneccncidensasane 


Raine, F. 


NEI GR II oivsis cc Sisicssciteciccnctcdcarteioitemenmai 
Rehabilitation (see War) 
Reports 

Bureau of Crippled Children.......................---c.-s--s+e0- 

Bureau of Maternal and Child Health...................... 

CII: II cine essice ec etiennesicn 
committee on psychiatry and neurology...................... 
MN aesthetic iahinahielbiinddaietnn eine tani aaesaR aaa 
county societies 

Hawaii ..... 145, 199, 2 
,. 245, 253, 
BNI ascssccrnsosmcesateden 49, 101, 145, 200, 253, 2 
ee eee 50, 100, 200, 255, 2 


NE piraciecernrsettiie ees 
HTMaA, transactions of 55th annual meeting............ 


health education committec.........................-cc.esssssepseees 
Journal committee 
NOE SEY UNNI sss scsi stbrsaencicnmeren 


CUNOCRUENUR COUNINCUNO on occas ce eess sceacnessensesnes 


public policy and legislation committee.................... 
secretary 


treasurer 


Residence 


requirement to practice medicine.. 


Respiratory system 
diseases 


hyperventilation syndrome 


Rh 
erythroblastosis in Chinese infant ecient : 
letter to editor re Rh typing................0...2..--.. 


Rh blood types in Hawaii 





326 
326 
325 
325 
324 


322 
322 
323 
324 

37 


319 
327 
325 
S27 
327 


325 


Juty-AuGustT, 1945 
Schramm, F. A. 
survey of bootblacking activities............ Set tevet 141 
Serum 
rabbit, treatment of influenzal meningitis......... 187 


Shanahan, W. M. 
neuropsychiatric aspects of sterilization......0000000000.... 76 








Short, J. J., hyperventilation syndrome....................... = So 
nt ne ee ee a 110 
function of psychiatric social worker..............0.0.0.0020-.--- 143 
Sterilization * 
local aspects of a general problem...................-....--.-- 7S 
MCUPOPSyCHIAtTIC ASPECIS.........<..-.<..--eccecceiese seein 76 
sexual sterilization, editorial.........................0..0s.sseeses- 79 
Sexual sterilization in Mawil.............:.....c.ss0esecssesss<sss 65 
Sulfonamides 
acute yellow atrophy caused by sulfathiazole............ 185 
GOW apply WO DAI «.-...c.cecsesscccsescsensese Peek ere meena 310 
CS a enn ee eet eee Eee 235 
treatment of meningitis......................<....c.c..0000-.02 187, 241 
Surgery 
CO erence etre ReROe eet ren ee ereaee we eenee 235 
advances in surgery in present wat...............2.0.00200020--- 236 
ee : 236 
chest wounds ............. 237 
Ne ee ae eae 238 
surgical lessons in World War II 233 
I a aes et. 233 
Territorial Association of Plantation Physicians............ 246 
Tetanus 
combined diphtheria-tetanus toxoid_........0.0........ saucse 940 
Tilden, I. L. 
ee ne eee ora oe oe eee ee 20 
erythroblastosis in a Chinese infant 
(with Chang, W. K.)....... hag ane cae, A 189 
Tropical disease dangers in Hawaii....................-......-..- 9 
Tuberculosis 
ee 145, 322 
NR OI TO ics cscs Ss cecntinaecclacenaeedes 244 
PRN SIND TOBE 5a sesso ccacssnssecedpasnnselnaes 49, 324 
let's eliminate tuberculosis and syphilis.................... 139 
Maui County report........ bed =<. 800, 943, 199 
Typhus 
Se ae RES cen eal gore ae .....240, 245 
scrub 240 
tropical disease dangers in Hawaii..................-....---- 12 


336 








Ripbitootias Sis ae 








9AS 


141 


76 
179 


110 
143 


185 
310 
235 
241 


235 
236 
236 
237 
238 
233 
233 


246 


140 


522 


44 


139 
199 


45 
 4() 





en eee 





U.S. Army. Signal es 146, 192 
Venereal disease 
PR OE noose ete <<. 241 
laboratories approved to conduct tests for syphilis... 31 
let's eliminate tuberculosis and syphilis...................... 139 
PICMAItal CRMIRRIORS <n sss, net 
Waiker, E. B. 
neurologic aspect of vascular injuries.............0...... 23 
penicillin in case of multiple brain abscess.............. 24 
Walther, J. E., discussion cancer gastro-intestinal tract 294 
War (see also Emergency Medical Services ) 
Board of Hospitals and Settlement...........0.2.0..0.0...... 194 
clinical advances of World War II... - 243 
medical lessons of World War ID... 239 
Procurement and Assignment..................-....:20.20---- 17, 261 
IIE IND 5h irre et 321 
Fonoluln County sepott. 6. escccnssncsctenis 99 
rehabilitation, psychiatric .......... 7 33 
war recognition committee................... 321 











INDEX TO VOLUME 4 


Warshouer, F. B. (see Liljestrand) 
Wayson, J. T. 


Fs, LEE cere oo ee Se ee 202 
Weil's disease 

leptospirosis on Hawaii............0.2020......... Risen eeeet 80 

NNT INN cee eh ae, oa en es 250 
Weltmann reaction 

use in myocardial infarction.........0..0..000..0.ceeceeceeeceeeeee 136 
Wilbar, C. L., Jr. 

child guidance clinic in our community...................... 197 

let's eliminate tuberculosis and syphilis...... 139 
Wishik, S. M. 

Bureau of Maternal and Child Health.......0000.000......... 19 
Witlin, B. 

evaluation of laboratories............. Sekiee cena eh tee ee 31 

rapid laboratory diagnosis of diphtheria.................... 84 
UNNI ere rere et aed ee een 234, 244 

INN csc sce cece crc ca erea ec cee cae cero a nce 237 


Young, C. T. (see Larsen) 





337 








g 50% 


50% of the patients had anegative 
spinal fluid Wassermann reaction. 





Serologic reversals 
in gratifying percentage of 
607, neurosyphilis cases 


60% had improvement in the 
colloidal gold curve. 





Recent clinical tests confirm anew the effectiveness 

0 of Aldarsone—either alone or combined with fever 
20% therapy —in the treatment of central nervous system 
syphilis. Following treatment with Aldarsone, sero- 


logic negativity or clinical improvement, or both, 


was reported* in a gratifying percentage of cases 
20% had complete spinal 7 


fluid reversal. 








of paresis, tabes, taboparesis and unclassified menin- 
govascular neurosyphilis. Aldarsone is an organic 





compound of pentavalent arsenic having pronounced 
spirocheticidal and trypanocidal properties. It has 
been found of value in the treatment of neuro- 
syphilitic cases for which organic arsenical therapy 
is suitable. Aldarsone is supplied in 0.5-Gm, and 
1.0-Gm. ampoules. It is soluble in sterile distilled 
water and requires no alkaline neutralization. Com- 
52% had partial reversal, plete information on Aldarsone will be sent on 
request. Appott Laporatories, North Chicago, Ill. 





*Venereal Disease Information, 25:69, March, 1944. 


Atdaisone 


REG. Vv. S$. PAT. OFF. 


an 


of 17 paretics 82% improved. 


eecseccecsvecee(Phenarsone Sulfoxylate, Abbott) 





When Weight Gans 


ARE NEEDED 


For the underweight patient just recovered 
from severe acute or chronic illness, increase 
in weight may be difficult to achieve with the 
customary high-caloric diet. Yet restoration 
of normal! fat deposits and correction of nu- 
tritional deficiencies are essential for rapid 
return of strength and resistance to infection. 

The intake of essential nutrients high in 
calorific value is’ expeditiously accomplished 
by including Ovaltine in the diet. This tasty 
food drink, made with milk as directed, is 


enjoyed by all patients both as a mealtime 
beverage and between meals. Not only rich 
in calories, it also provides generously other 
nutrients urgently required: biologically ade- 
quate proteins, highly emulsified fat, B com- 
plex and other vitamins, as well as the 
essential minerals iron, copper, calcium, and 
phosphorus. The low curd tension of Oval- 
tine favors quicker gastric emptying, hence 
the appetite actually tends to become en- 


. . . . 
hanced through this desirable behavior. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three daily servings of Ovaltine, each made of 
Y2 oz. Ovaltine and 8 oz. of whole milk, * provide: 


PROTEIN 
CARBOHYDRATE 


CALCIUM 
PHOSPHORUS 


VITAMIN A 
VITAMIN D 
THIAMINE 
RIBOFLAVIN 
NIACIN 
COPPER 


*Based on average reported values for milk. 


rts: 














B a ‘ ‘ . 
~~ To state it another way: 


‘ONE ONE ONE 


% bevel tablespoontul tablespoonful of milk, rounded tablespoonful © 


of Pablum (or Pabena;} formula or water (hot of cereal feeding of 


<when mixed with... or cold) makes... average consistency: | 


To make thicker feeding (as in pylorospasm, pylo- 
ric stenosis, etc.), increase the amount of Pablum or 


°’* Pabena. To make thinner feeding, as in 3-months 








‘infants, increase amount of milk, formula or water. 


-NO COOKING... MIX UP ONLY AMOUNT. TO 
BE FED ...NO LEFTOVER CEREAL TO GO “8 
BACK INTO REFRIGERATOR ...PABLUM IS 
ECONOMICAL ... NO WASTE... QUICK AND | 
EASY TO PREPARE... SINCE ee 


PABLUM (SINCE 1932).—. PABENA (SINCE 1942) 








